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Care of the Patient with Rheumatoid Arthritis 
H. M. Marcouts, M.D. 


HE MAGNITUDE and seriousness of 
the problem of chronic rheumatic disease 
has in recent years become clearly evident. 
Its high incidence is appalling. Actual count 
reveals more cases of chronic rheumatic dis- 
ease than of Bright’s disease, tuberculosis, 
and cancer combined. We may derive but 
feeble consolation from the fact that chronic 
arthritis does not shorten life, for it can 
drain off much that lends value to it, sub- 
stituting discouragement, physical suffering, 
and dependence for buoyancy, health, and 
economic independence. Fortunately, there 
has been aroused an interest in this field of 
medicine somewhat more in keeping with the 
requirements of the situation than the apathy 
we have too long tolerated toward this prob- 
lem, which so many still regard as “ medi- 
cine’s stepchild.” 
Rheumatoid arthritis is a serious and 
most prevalent type of potentially crippling, 
chronic joint disease. Generally developing 
insidiously and progressing slowly, it may, 
however, appear suddenly and progress with 
fulminating rapidity. Young adults are the 
most vulnerable, though children and the 
aged are not immune. There is a tendency 
to involvement of many joints. A charac- 
teristic feature is progression of the disease 
from one joint to another and this may go 
on until every one has been involved. Some- 
times regression of the process occurs in 
some areas, while it flares in others. Evi- 
dence of systemic or constitutional debility, 
strikingly suggestive of infection, appears to 
some extent in practically all cases. 





But rheumatoid arthritis is a disease that 
involves not the joints alone but the patient 
as a whole, leading to many and varied mani- 
festations, in addition to joint pain, swelling, 
and deformity. Even before the more ob- 
vious joint manifestations appear, the patient 
is likely to experience a tendency to depres- 
sion, loss of appetite and weight, perhaps an 
erratic temperature elevation, and especially 
a feeling of physical exhaustion and muscu- 
lar stiffness in the morning, after he has 
seemingly “ rested well.” Later, the tem- 
perature fluctuations may become more pro- 
nounced and with the dwindling weight 
there may appear obvious signs of malnu- 
trition and anemia. These “ systemic” 
symptoms of ill health may develop into the 
most glaring manifestations, the joint in- 
volvement appearing merely as an extension 
of the disease to a specific group of organic 
appendages. It is an important group, to be 
sure, from the standpoint of their usefulness 
to the individual. And because of the havoc 
that may be wrought by such joint involve- 
ment, the consideration of rheumatic disease 
was for too long a time focused sharply on 
the articulations alone, with little or no re- 
gard for what was happening behind the face 
of the clock. 

It should be obvious that a chronic disease 
such as rheumatoid arthritis with all its 
potentialities for producing debility and crip- 
pling cannot leave the personality of its vic- 
tim untouched. Thrust upon the inherent 
personality endowment of such a patient, 
who, as we shall later see, often harbors 
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distinctly neurotic traits, is the shocking 
impact of the disease, setting in motion still 
further physiologic disturbances which in 
their turn have reverberations on a crippled 
and perhaps tottering physical structure. 
You may readily picture what the crippling 
of rheumatoid arthritis may do to a per- 
sonality driven by a compulsive lust for 
power or achievement, or for superiority 
over others. Or, by way of antithesis, how 
profoundly this disease may abet a neurotic 
dependence and create, perhaps for the first 
time, the acute awareness of the danger of 
being deserted when the patient is actually 
helpless. Such thwarting or anxiety induces 
physiologic changes distinctly inimical to the 
patient’s welfare. The well-known circu- 
latory changes induced by long sustained 
emotional tension, consisting of spasm of the 
vascular tree, are directly opposed, for 
example, to therapeutic aims in this disease, 
which, through physical and other means, 
are directed toward expanding the available 
circulatory flow to the maximum degree. 
The emotional counterparts of the disease, 
formidable though they may be, may never- 
theless be obscured by superficial physical 
manifestations or, as is more often the case, 
by the observer’s own blind spots. To miss 
these psychic attributes implies disregard for 
one of the intrinsic mechanisms of the dis- 
ease and precludes an opportunity of thera- 
peutic attack along the broadest front avail- 
able. We may indeed say that progress 
achieved in the understanding and treatment 
of rheumatoid arthritis evolved largely from 
deeper insight into the manifold aspects of 
the disease. It is certainly true that the 
physician viewing not only the more obvious 
joint manifestations but studying the patient 
with rheumatoid arthritis as an individual 
who is sick, gets the clearest insight into 
what is going on and what needs to be done. 


_ The Role of Infection in Arthritis 


What, then, is the cause of this serious 
disease ? 

There is no denying the importance of 
data in support of the idea that infection 
enters in some way in the syndrome of 
rheumatoid arthritis. The possible relation- 
ship between infection and arthritis was 
established clearly by Billings who pointed 
to the principle that focal infection in various 


sites, particularly in the tonsils, could be 
etiologically related to chronic arthritis. He 
indicated that in addition to the most com- 
mon sites of origin of the infective process 
in the tonsils, teeth, or sinuses, there were 
other foci as in the generative organs, the 
gall bladder, or in a localized streptococcus 
infection anywhere. 

This general principle that nests of bac- 
terial (usually streptococcal) infection can 
precipitate rheumatoid arthritis has been to 
a large extent accepted, but there has been 
much controversy over and diverse interpre- 
tation of this principle. The pendulum has 
swung between relative conservatism and 
extreme radicalism in its clinical application. 
By and large, the idea of focal infection in 
relation to arthritis was seized upon with 
more enthusiasm than judgment, thereby 
inviting, as a normal response, an attitude of 
extreme scepticism concerning its signifi- 
cance. Most of us have encountered the 
victims of such unharnessed enthusiasm. 
Misdirected efforts to eradicate or cure 
rheumatoid arthritis have removed all man- 
ner of things operable—tonsils, teeth, appen- 
dices, gall bladders—but the arthritis has 
lingered on. It was not surprising, then, 
that so many patients and even physicians 
were quite ready to throw the whole theory 
of focal infection completely overboard. 

Experience has convinced me, neverthe- 
less, that focal infection plays a definite 
causative role in rheumatoid arthritis. One 
gains the clinical impression that the removal 
of causative foci of infection, under given 
circumstances, aids to a large extent in the 
progress toward recovery. I am aware, 
however, that in many cases the presumed 
“focus” of infection had been present for 
years previous to the onset of the disease, 
when the patient had enjoyed apparently 
perfect health. It is equally clear that in 
some cases removal of focal infection is not 
followed by striking improvement; that 
others may actually get worse. But these 
circumstances do not invalidate the idea that 
focal infection can act as a trigger mecha- 
nism for precipitating rheumatoid arthritis, 
a trigger that can be effective only when the 
gun is properly loaded. The only conclusion 
possible is that, in relation to rheumatoid 
arthritis, infection must neither be ignored 
nor be considered a sole factor. To realize 
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the fullest implications of this disease we 
must also view certain more fundamental 
aspects of the human organism upon which 
the trigger acts. 


Constitutional and Psychic Factors 


The constitutional foundation of this dis- 
ease—an important factor—is not yet gen- 
erally considered, though it can be seen 
readily enough by anyone who will probe 
for more than superficial manifestations. 
Through the centuries, clinicians had re- 
peatedly been impressed by something of the 
individual’s “ diathesis ” or inherent suscep- 
tibility in its relation to his disease. And in 
rheumatoid arthritis one does, indeed, gain 
the impression that the patient has been to 
some extent destined for his disease. Con- 
cretely, constitutional vulnerability to ar- 
thritis probably depends on such factors as 
inherently inferior joint tissues, impaired 
blood supply, the type of nervous system 
with which the potentially arthritic subject 
is endowed, perhaps abnormalities in body 
build and in the form and function of various 
vital structures, and increased susceptibility 
to infection. These, and probably many 
other such influences, determine in a large 
measure whether arthritis will occur at all, 
and modify the course of the disease. 

But, again, these inherent biologic traits 
of the potentially arthritic candidate are not 
static but are subject to stresses of dynamic 
environmental influences that can mold the 
physique and personality toward or away 
from development of the disease. Take, for 
example, the impressive evidence of autono- 
mic nervous system imbalance in a large 
proportion of patients with rheumatoid 
arthritis. Such imbalance is not simply a 
result of the disease but more likely a pre- 
cursor of it, for the existence of such a state 
of autonomic imbalance may be observed for 
years before the onset of the disease, mani- 
fest, in part, by the cold, pale, or mottled 
bluish, sweaty hands and feet. These mani- 
festations are obviously the result of an 
abnormally constricted capillary circulation, 
created by excessive stimulation of the sym- 
pathetic nervous system. In many patients 
this abnormality, no doubt closely related to 
the disease, dates back to childhood. It 
would be naive to assume that such circula- 
tory spasm leads only to deficient oxygena- 


The Family, January, 1945 





MARGOLIS, M.D. 325 


tion (nutrition) of joints and other tissues. 
It probably has other more fundamental 
physiologic effects and tie-ups which deserve 
further study. One is likewise led to inquire 
about tangible mechanisms that could impair 
the functioning of a circulatory apparatus so 
inherently unstable, so sensitive to spasm. 

Here we are led directly to an evaluation 
of psychic and emotional factors known to 
exert the most telling influence on the func- 
tion of the autonomic nervous system. The 
relationship between pallor and rage, and 
muscle tension and fear is too commonplace 
to require amplification, and yet with regard 
to the arthritic patient the emotional back- 
ground for the physiologic abnormalities 
noted has often been totally disregarded. 
Recently, however, there have been creeping 
into medical literature, with ever increasing 
emphasis, many allusions to the undoubted 
importance of this aspect of the arthritic 
patient’s constitutional endowment. But 
such titles as “‘ The Neurotic Origin of Pro- 
gressive Arthritis Deformans,” “ Personality 
and Chronic Arthritis,” “The Psychologic 
Approach to Rheumatism,” or “ Psychic 
Factors in Rheumatoid Arthritis” still do 
not command so much attention as they 
should, so thoroughly has attention been 
riveted on the physical or “ somatic ” aspects 
of the disease. 

Suffice it to indicate here that studies on 
the psychogenic make-up of the arthritic 
patient have revealed certain rather char- 
acteristic neurotic trends, heavily tinged 
with morbid anxiety, which existed as often 
before as after development of the disease. 
My experience leaves no doubt about the 
direct effect of prolonged or acute anxiety 
or “emotional shock,” having so often seen 
a violent attack of widespread arthritis de- 
veloping in neurotic individuals in the wake 
of a stirring emotional experience, when 
they were seemingly bent by the loss of a 
partner, or child, or power around which 
life gravitated. With the least prodding, 
and frequently voluntarily, the patient is 
likely to express a belief in the close rela- 
tionship between such emotional experience 
and the onset of his arthritic disease. Cobb, 
Whiting, and Bauer, studying fifty patients 
with rheumatoid arthritis, found that in no 
less than 66 per cent of them there was 
demonstrable chronologic correlation be- 
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tween emotional stress and the attacks of 
arthritis. Such data, which leave no room 
for doubt as to the formidable psychosomatic 
interrelationships in rheumatoid arthritis, 
cannot be ignored in a full-sized view of the 
arthritis problem. 


Treatment 


Actually, the management of rheumatoid 
arthritis presents a challenge not only to the 
knowledge of the physician but also to his 
resourcefulness in the art of its application. 
For we have no “ specific” upon which we 
may rely; no specific vaccine, diet, drug, or 
physiotherapeutic agent that alone will effect 
a cure. We need not, however, be unduly 
dismayed, for few other chronic diseases 
with such menacing potentialities are so 
greatly ameliorated or so_ satisfactorily 
arrested by treatment applied intelligently, 
adequately, and sufficiently early. 

One important aim in the treatment of 
rheumatoid arthritis is the prevention of de- 
formity, for if given sufficient time the 
activity of the disease may burn itself out 
but there may be left behind a painless, de- 
formed derelict. The pain alleviated, but 
deformities persisting, should make us ques- 
tion whether there is any gain in the pa- 
tient’s recovery from the systemic disease if 
he is to be preserved for a life of helpless- 
ness. But deformities in arthritis are not 
inevitable; they do not just occur; they 
develop because someone has not known 
how or has not exerted the effort to prevent 
them. And once they have occurred their 
correction is difficult, if not impossible; 
hence the emphasis on prevention. 

Prevention of serious damage to inflamed 
joints is possible at the earliest stages of the 
disease ; a little later it may be too late. Too 
often the arthritic patient becomes deter- 
mined to “fight” his disease with valor 
only. Regardless of distress from pain, he 
wants to “ keep going,” as he says, “ to keep 
the joints from stiffening up.” In this way 
he hopes he will not repeat the awful spec- 
tacle of one he knows “ who kept going with 
arthritis for years but, once submitting to 
confinement in bed, has not left his wheel 
chair or bed to walk again.” This idea of 
the patient bolstered, unfortunately, by the 
advice so often given him, “ to keep walking 
no matter how much it hurts,” is the shortest 





route to the wheel chair. Recovery from 
rheumatoid arthritis sometimes occurs de- 
spite full activity but not because of it. On 
the other hand, fusion of joints that de- 
velops in patients confined to bed cannot be 
attributed to the bed rest; it is generally the 
result of improper medical supervision or of 
accepting confinement too late, that is, only 
when forced into inactivity by too drastic 
destruction of the joints or by deformity. 

Owing to the length of time often required 
for the treatment of rheumatoid arthritis, the 
patient may beseech the physician for com- 
promises which, though decreasing the bur- 
den of sacrifice for the moment, may shatter 
the force of the whole therapeutic attack. 
Such compromises must be ruled out 
through sympathetic discussion. If that 
approach fails, we must be firm in our insist- 
ence on what we deem necessary, for meet- 
ing the situation halfway may be worse than 
no treatment at all. Without treatment the 
patient may soon realize that he is getting 
nowhere and capitulate, but, if we accede to 
the patient’s demands for the easiest way, 
there follows a period of months or years 
during which the patient is holding to the 
hope that all will be well in the end, while 
actually he is getting worse and developing 
irreparable damage. An arthritic cripple 
may thus be created. With his confidence in 
what medical science has to offer dissipated, 
he may turn to unacceptable forms of 
therapy until, through still more painful ex- 
perience, he learns of his error. The final 
decision rests, of course, with the patient 
himself, for his active participation in the 
treatment program is essential. 

We too often meet arthritic patients with 
crippling and disabling deformities that 
might have been avoided. At times the 
patient himself is responsible for his plight 
by having turned from doctor to doctor in 
his anxiety for a “sure cure.” Therefore, 
from the very beginning the physician must 
disclaim the possession of “sure cure” 
specifics and insist upon an adequate program 
of treatment which he hopes will be success- 
ful. He must indicate that a long time may 
be required for satisfactory arrest of the 
disease. His winning of the patient’s co- 
operation, faithfulness, and patience is most 
essential. This is not an easy task. The 
patient may argue that confinement to bed 
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spells economic hardship, which to many it 
actually does. Many of these patients have 
no one to care for them or to take their place 
in the home. The patient may have still 
other reasons for objecting, reasons far less 
realistic. 
which the patient launches on a program of 
rehabilitation depends upon many factors, 
including the psychologic reactions engen- 
dered by the disease and fixed by months or 
years of pain; resentment (often tinged with 
shame) at the loss of self-esteem through 
physical deformity ; and, finally, often a pro- 
found resentment and distrust directed 
against the medical profession which, justi- 
fiably or not, may serve as a target for his 
discouragement over his present lot. Dur- 
ing such trying periods the desired relation- 
ship between patient and physician may de- 
pend upon the latter’s ability to accept the 
patient’s hostility and to use the positive 
bonds of their relationship consciously 
toward helping him. 

There are, of course, instances in which 
the help of a psychiatrist working concur- 
rently with the internist may be extremely 
desirable. But, by and large, the treatment 
of the arthritic patient cannot be well par- 
celed out between the internist and the psy- 
chiatrist. The patient with a crippling 
arthritis is not likely to accept too readily 
the idea of an important psychic component 
in his illness. He presents no anxiety with 
regard to his personality problems; he is too 
deeply fixated on his physical incapacity. 
Should he recognize the existence of an emo- 
tional conflict, he would be likely to place 
the blame for it squarely on the arthritis. 
With such a train of thought and feeling the 
arthritic patient does not make a good can- 
didate for formal psychotherapy, not in the 
beginning anyway. For such a patient, 
the desired positive transference induced 
by the initial relationship between patient 
and internist constitutes an important tie on 
which the whole course of treatment may 
hinge, and it cannot safely be disturbed and 
divided between internist and psychiatrist. 
Therefore, to assume the fullest responsi- 
bility for treating the arthritic patient, the 
physician must be an internist in the fullest 
sense of the word, combining the requisite 
psychotherapy with the physical measures he 
employs. To be fully successful, the psycho- 
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therapy of the internist will have to be based 
on more than intuition. Experience has 
convinced me that the physician treating 
arthritis can contribute effectively only if he 
has a knowledge of at least the rudiments 
of psychodynamics and psychotherapy, in 
addition to his knowledge of physical medi- 
cine. Fortunately, this viewpoint is gaining 
ground, though we are still far from fully 
attaining this goal. 


Socio-economic Aspects 


It must be granted, however, that the 
socio-economic setting for the care of many 
arthritic patients is still inadequate. Half of 
those afflicted with rheumatic disease are in 
the so-called productive years. Impairment 
of earning capacity therefore adds an eco- 
nomic burden to the physical encumbrance 
and suffering. This fact is clear enough to 
anyone who sees many patients with chronic 
arthritis, for the purely medical problem be- 
comes a concomitant of the economic. It 
must be emphasized that for the person suf- 
fering from arthritis this economic burden 
results chiefly from such factors as loss of 
earning power from inability to continue at 
work, the frequent necessity for hospital and 
nursing care, the cost of professional physio- 
therapy, medication, and the like. And so 
we have, coupled with the debilitating effect 
of the disease, the additional stress caused by 
the question of how to meet the economic 
problem created by the rheumatic disability. 

Unfortunately this situation is all too 
common, for, as has been shown by a recent 
National Health Survey, and as is well 
known from experience, the burden of 
chronic disease falls most heavily on that 
part of the population which is least able to 
bear its full cost. Disability from chronic 
illness, expressed in terms of the average 
annual number of days lost from work per 
person, is almost three times as great among 


‘families on relief, and twice as great among 


non-relief families with incomes under 
$1,000, as among families with incomes of 
$3,000 or more. 

Medical progress and discovery concern- 
ing the successful management of rheuma- 
toid arthritis are today really far in advance 
of progress made in providing physical 
security and facilities for these patients with 











arthritis ; yet general interest in the problem 
is still far too limited. We cannot gloss over 
the fact that facilities for hospitalization of 
the vast number of patients with arthritis 
are now woefully inadequate and the cost of 
hospital facilities for long periods is beyond 
the reach of many of them. Since facilities 
for satisfactory medical care of arthritis are 
not entirely adequate, as such care is not 
readily available to all, it is inevitable that 
the patient in poor, or even in moderate, cir- 
cumstances should be drawn to any source 
promising quick and inexpensive relief. 
Often the eventual result of such care is 
a patient physically crippled, spiritually 
broken, and economically totally dependent. 

To begin medical treatment anew at that 
time is to undertake it with a patient bur- 
dened not only by serious disease but by 
impedimenta for which we ourselves are to 
an extent responsible. If we accept as corol- 
laries the fact that rheumatoid arthritis is 
most prone to occur among the less well to 
do, that successful treatment of it may re- 
quire a long time, that there is not only a 
loss of earning power but the necessity for 
at least a preliminary period of hospital care, 
then we must accept the axiom that the con- 
trol of rheumatism is a problem not for the 
physician alone but one in which he must be 
aided by the public at large. 

From the standpoint of the patient or of 
society, nothing short of complete eradica- 
tion of the disease, whenever possible, can be 
thoroughly satisfactory. Too often there is 
a recurrence of the disease when the patient 
resumes work too early, that is, before the 
disease is completely stamped out. Such 
recurrences may turn out even more dis- 
astrously than the initial attack; they may 
require even longer periods of hospitaliza- 
tion and treatment; and consequently they 
may prove to be a greater economic burden 
to the patient and to society. The invest- 
ment that society would need to make for 
the provision of adequate medical care in 
arthritis may seem large, but it would be 
more than amply repaid. Unfortunately, we 
have never stopped to calculate the present 
staggering cost of the disease. If we had, 
our social conscience would have speedily 
remedied our oversight. 

How, concretely, can a successful pro- 
gram for the control of rheumatoid arthritis 
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be carried out? It is pretty much agreed 
that in most cases the best place to initiate 
treatment is in the hospital. A period of 
hospitalization not only permits the applica- 
tion of certain therapeutic measures not 
readily employed in the home or in the phy- 
sician’s office but affords opportunity for 
educating the patient on the measures that 
should be carried out at home later on. 

A practical way of starting treatment in 
these cases and one that has proved satisfac- 
tory in our experience is as follows: The 
patient is hospitalized for a preliminary 
period of several weeks or months, depend- 
ing upon the complexity or severity of the 
problem presented. During this time the 
foundation for the entire course of treatment 
is laid. The patient is provided with ade- 
quate rest. Physical measures of treatment 
are instituted. The necessary orthopedic 
measures are provided for the prevention of 
deformity or, if it exists, for its correction. 
Surgical procedures requiring hospital facili- 
ties are carried out. These include blood 
transfusions, removal of infective foci when 
indicated, and other necessary operative 
treatment. Physiotherapeutic measures are 
instituted, and either a relative of the patient 
or a nurse is instructed in the particular 
physiotherapeutic measures required. This 
is accomplished by having the relative or 
nurse accompany the patient to the physio- 
therapy department where they are trained 
as safe, amateur physiotherapists and are 
prepared for the job that is ahead when the 
patient returns home. At the same time we 
attempt to establish some emotional adjust- 
ment to the requirements imposed by the 
disease. The attempt has often proved 
amazingly successful. We have known pa- 
tients to undergo a veritable transformation. 
With the dissolution of fears and anxiety, 
they gain confidence in the whole program 
of treatment and develop determination to 
aid in the process of recovery. 

When he has made a start toward re- 
covery, the patient is returned to his home. 
He has learned that the period of hospitali- 
zation is to serve merely as a running start, 
and that treatment must be continued at 
home with perseverance and accuracy until 
the fullest degree of recovery possible has 
been attained. When measures for the pre- 
vention or correction of deformities must be 
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continued at home, provision is made for the 
patient to purchase or rent the necessary 
physical equipment, including the proper 
type of bed, traction apparatus, weights, and 
so on. In hospitals with well organized de- 
partments for the treatment of arthritis, it 
should be possible to establish teams of visit- 
ing physiotherapists who could make fre- 
quent rounds among the patients, bedridden 
at home, to administer treatment at nominal 
charges. In this way professional physio- 
therapy could be extended to those patients 
who need it for long periods. 

It is to be hoped that eventually such 
advantages will be open to all arthritics. 
While hospital facilities are still relatively 
limited, selection of patients for admission 
could be made largely on the basis of the 
prognosis for complete cure of the disease 
and rehabilitation of the individual. Such 
criteria for the selection of patients for hos- 
pital care would offer an inducement to seek 
medical treatment early. Other cases could 
be selected, in addition, for research or 
teaching purposes. 


The Requisite Personnel 


Of course, physical facilities alone are not 
enough. Without appropriately trained per- 
sonnel such a program would be worthless. 

In helping to co-ordinate the manifold 
problems of management in arthritis, the 
medical social worker may occupy an impor- 
tant role. Often she is called upon to inte- 
grate a situation that could otherwise be no 
less than chaotic. By discovering the causes 
of blocking to the acceptance of recommenda- 
tions for medical care and eliminating them, 
the case worker may really start the patient 
on his course. Discussions that allow the 
patient to vent his hostility reduce emo- 
tional tension that might otherwise be going 
into diseased joints. For the reticent, sen- 
sitive patient, the worker may serve as a 
liaison, helping the patient through the try- 
ing experiences of meeting and talking with 
the doctor, who may represent to him the 
omnipotent and authoritative person whom 
he might otherwise try to evade. The 
worker also helps the patient express his 
fears about his disease and its effect on his 
future plans. She offers constructive help as 
the individual becomes ready to move ahead 
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step by step when his physical activity is in- 
creased, when he becomes capable of leaving 
for short walks, when he is allowed resump- 
tion of employment, which may mean the 
return to an old job or taking on a new one, 
in which case still further emotional adjust- 
ments may be required. 

There are also the problems of family 
adjustments. The patient often needs help 
in his interpersonal relations with his family, 
and the latter, in their reactions to the pa- 
tient and his illness. Inadequate and per- 
haps unable to face the situation, and con- 
fused by the illness and its burdens, the 
family may wreck all plans for the patient’s 
rehabilitation unless they have the guidance 
and help of a skilled social worker. Often 
the responsible member of the family must 
be convinced of the necessity of prolonged 
hospitalization and its expense. Deprivation 
of essential income may engender feelings of 
deep insecurity and anxiety which the family 
may translate into umncooperativeness or 
frank hostility. Or the family may embark 
on a frantic search for the quick “ sure 
cure”; an aimless wandering from doctor to 
doctor or trial of one recommended panacea 
or another, often incurring impossible finan- 
cial burdens and added emotional stress 
when they are least capable of bearing them. 
The worker may also help by discussing and 
interpreting for the patient the meaning and 
intent of the medical procedures to be car- 
ried out. Housekeeper or nurse, special 
diets, physiotherapy, medication, transporta- 
tion to the clinic or hospital, and perhaps 
referral for financial assistance—in short, all 
the many social adjustments so often re- 
quired in the course of treatment are within 
the legitimate province of the social worker’s 
activity. 

These and many other aspects of the 
medical social worker’s job must be inte- 
grated within the framework of the thera- 
peutic problem as a co-operative venture in 
which the worker utilizes the physician’s 
medical recommendations and in which they 
pool their psychologic understanding to 
bring about the best results attainable. 

Although the medical social worker car- 
ries the major responsibility for giving social 
case work help to the arthritic patient who 
is under the care of the hospital or clinic, 
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community social workers also have a large 
and fertile field for constructive help in this 
problem. In many communities they are the 
only ones available for such help, especially 
when they are serving arthritic clients not 
under the care of a hospital but rather re- 
ceiving medical supervision from a private 
physician. Sometimes these workers may 
actually be responsible for helping the indi- 
vidual to take the first step in search of 
medical aid. The fact that many patients 
with rheumatoid arthritis come from the 
lower income groups must mean a large 
prevalence of arthritic clients in the case 
loads of community agencies. Therefore, 
not only medical but community social 
workers as well should be informed about 
what medical science has to offer to the 
arthritic patient. They, too, must be aware 
of what is involved in adequate medical care 
of arthritis and of the necessity for full par- 
ticipation of the patient and his family, if 
therapy is to be effective. The former atti- 
tude of hopelessness about arthritis must be 
replaced by the more realistic recognition of 
what can be accomplished in the treatment of 
this disease, especially in its earliest stages. 
Otherwise, the social worker is likely to 
become entangled in the patient’s own feeling 
of hopelessness. 

But mere recognition of the physician’s 
part in the treatment program is not enough. 
After getting the patient to a physician or 
clinic, social case workers in community 
agencies must assume continued responsi- 
bility for enabling the patient to accept the 
demands of treatment and for facilitating 
environmental measures that will lessen the 
pressures and strains arising from the pa- 
tient’s inability to function normally. It is 
clear that, even if we reach a point-in our 
development where adequate medical and 
hospital care is available to all arthritic pa- 
tients who may need it, there still will 
remain the problem of helping these patients 
to make use of these facilities. Because of 
the opportunities afforded social case 
workers through their early contact with 
arthritic patients, these workers should be 
prepared to accept greater responsibility in 
the teamwork of aiding the arthritic patient. 

There is still another problem. The num- 
ber of physicians interested in or adequately 


trained in the treatment of arthritis is alto- 
gether too small and inadequate to meet 
present-day needs, for not only is the num- 
ber of patients who require expert care large 
but increasing effectiveness of therapy makes 
a much wider application of these measures 
necessary. We need more physicians who 
have, in addition to an interest in rheumatic 
disease, the training required for its diag- 
nosis and expert treatment. And these phy- 
sicians must be aware of the fact that regard- 
less of what form of physical therapy is em- 
ployed, the patient also needs understanding 
of the problems and aims of treatment in his 
disease and encouragement with regard to 
the results that may be expected. The influ- 
ence of a multitude of psychic factors on the 
course of rheumatoid arthritis has too sel- 
dom been recognized and met. We must 
recognize, in addition to the somatic com- 
ponent, the emotional conflicts that often 
arise in this disease and we must attempt to 
communicate to the patient some sense of 
emotional security. Not only the physical 
but the psychic state of the patient and its 
competent handling may determine to a 
large extent the outcome in any serious case 
of rheumatoid arthritis. 

It is of course important that the physician 
maintain an attitude of balance toward the 
many problems of his patient. He must be 
prepared not only to minister to the patient’s 
physical ills but also to act as his patient’s 
counselor. With experience, the physician 
learns to anticipate the many questions that 
perplex the patient: the feeling of insecurity 
about the outcome; the doubts that arise as 
to the efficacy and the wisdom of what is 
being done; anxiety about the future ; and so 
on. In general, he has reason for optimism, 
an attitude entirely justified by the results 
that may be attained. But in prognosticat- 
ing the probable outcome he must be realis- 
tic; he must avoid exaggerated predictions 
of what may be accomplished. Irreparable 
physical damage must be accepted as the lia- 
bility that it is. But despite such liabilities 
the patient may retain worth while, perhaps 
invaluable, inner resources which he may be 
induced to use to the greatest advantage, as 
Professor DaCosta and Clarence Day used 
their gifts, one as a great medical teacher 
and the other as a tolerant social satirist. 
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We see, then, that the difficult problem 
presented by rheumatoid arthritis cannot be 
solved by any panacea. Help for the ar- 
thritic must come through diligent, concur- 
rent action of the individuals concerned and 
of society as a whole. We need not only the 
individualized approach of the physician in 
the given case but also recognition of the 
larger problem by professional social workers 
and by an enlightened society that will help 
provide for the care of those individuals 
unable to do the job by themselves. Through 
such an approach much may be accomplished 
even today in the alleviation of the great 
burden that rheumatoid arthritis otherwise 
imposes. 
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Social Case Work Services to the Arthritic Patient 


Bessie G. ScHLEss 


HE PHILOSOPHY expressed in Dr. 

Margolis’ paper establishes for the medi- 
cal social worker an essential position in 
medical treatment directed toward goals that 
she and the doctor share, permitting utiliza- 
tion of the knowledge and skills she has been 
professionally trained to apply. Essentially, 
it is a philosophy based on the premise that 
people, not bodies, get sick, and conse- 
quently it is people, not bodies, whom medi- 


cine must treat if the optimum recovery of’ 


the patient is to be attained. The very old- 
ness of this philosophy set against the new- 
ness of the treatment methods that Dr. 
Margolis describes reflects the eclectic na- 
ture of modern medical thinking which, 
after a turbulent history of separating mind 
from body and body member from body 
member, has reached a new awareness of the 
patient-as-a-whole. The difference between 
the older idea that certain personality char- 
acteristics coupled with a given set of life 
experiences could predispose to certain ill- 
nesses and the modern practitioner’s similar 
assertion lies in the “ scientification ” of the 
facts out of which the present-day conclu- 
sion is drawn. Instead of an intuitive sense 
about people, we now have, through psychi- 
atry and psychoanalysis, a scientific explora- 
tion of human behavior which has opened up 
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new vistas for medicine and its practitioners. 

As Dr. Margolis has indicated, we are 
still pioneers in our understanding both of 
the arthritic patient and of the many compli- 
cated factors that make him ill. Neverthe- 
less, the increased understanding of people 
and of disease and, more important, of the 
interplay between people and disease, has 
rendered those entrusted with the care of 
the arthritic patient more capable of know- 
ing and treating him. The very fact that we 
no longer disregard the sick person as we 
view the sick joints adds value to the total 
service to him. This is not only reflected 
in the actual way in which the sick joints 
are braced and splinted and the sources of 
focal infection attacked but goes beyond 
these technical procedures. The point of 
entry to the treatment methods described 
by Dr. Margolis is the patient himself. We 
have here the concept of patient participa- 
tion in recovery, providing the patient with 
an opportunity to share in what is happen- 
ing to him. 

The medical social worker stands in a 
strategic position in treatment of this na- 
ture. At the core of her services in the 
medical setting lies her individualization of 
the sick person, her recognition of the pecu- 
liar problems that illness creates for him, 
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her understanding of the forces that make 
and keep him sick. Her focus is upon help- 
ing the patient, with his differences, utilize 
the services available to make him well. The 
objective of both medical social worker and 
doctor is the patient’s optimum recovery, 
but each brings to the treatment situation 
the benefit of his own particular knowledge 
and skill. 

A review of the content of Dr. Margolis’ 
paper suggests many ways in which the 
social case worker can be helpful to the 
arthritic patient, for one almost instantly 
becomes aware of the multiplicity of prob- 
lems the arthritic patient faces. There is, 
first of all, the economic burden exacted by 
an illness that is costly in terms of treatment 
and, at the same time, deprives the patient 
of the physical capacity to earn his liveli- 
hood ; second, the chronic nature of the ill- 
ness, necessitating not only costly but 
lengthy treatment ; third, the emotional stress 
that accompanies an illness productive of 
physical change and involving a reorienta- 
tion of the sick person’s usual way of living. 
What creates perhaps the greatest problem 
of all is the paradoxical nature of the illness 
that chooses for its most likely candidate the 
person who can emotionally least afford to 
be sick. Because the patient’s personality 
has contributed to a large extent to his being 
arthritic, treatment becomes a matter not 
only of making the sources of care available 
to the patient but of engaging him in a total 
healing process that includes making a more 
healthy use of those forces that necessitated 
his becoming ill. It is in this latter area 
that the skills of the social case worker can 
make a significant contribution, through 
dealing with the problems in the reality situ- 
ation which interfere with the patient’s 
capacity to use medical care. Sometimes, 
however, the seeds of the patient’s conflict 
prove to be so deep-rooted that psycho- 
analytic help is indicated as a means of 
enabling the patient to give up his somatic 
complaints. 

The translation of what psychosomatic 
thinking has told us about arthritis into 
actual work with the arthritic patient within 
the frame of reference of social case work 
can perhaps be illustrated through an 
analysis of an actual case situation. 


In many ways Mr. X might have stepped out of 
a textbook description of an arthritic patient: he 
had the physical constitution described as typifying 
the arthritic patient, the “ stiff” manner of walk- 
ing, the controlled way of speaking. When, at 28, 
he came to the Out-Patient Department for medi- 
cal attention, he told a story of his experience with 
the illness which is again typical. As is so often 
the case, the patient had been the victim of a slow, 
insidious attack of the illness which made him 
aware of vague joint pains but not sufficiently 
uncomfortable to seek immediate medical care. 
When he finally did come to the clinic, the disease 
was well advanced. There were already signs of 
general physical debility, and some spinal involve- 
ment was suspected. After a thorough work-up 
in medical and cardiology clinics, Mr. X was ad- 
mitted to the hospital for a six-week period during 
which time a definite diagnosis of rheumatoid 
arthritis of the spine and peripheral joints was 
established and treatment initiated. 

Since Mr. X had hospitalization insurance, he 
was admitted to the hospital as a private patient. 
During the hospital stay, patient showed a real 
capacity to accept the treatment that was given 
him and referral to the Social Service Department 
was not made until patient returned to the Out- 
Patient Department for continued care. At that 
time the admitting officer in the clinic, who knew 
the patient personally, spoke to the case work 
supervisor about him, explaining that it seemed 
strange to see him in the clinic when he had 
always been so “proud and independent” and was 
known among his friends for his “ smooth manner.” 
She remarked upon the way in which the patient 
had changed physically, indicating that he had been 
considered very handsome, although it was hard to 
believe this now since he had lost a great deal of 
weight and his face was lined and drawn. Accord- 
ing to her, patient had just begun to achieve a 
small measure of success in the business world 
when he became sick, and she didn’t think that he 
would take readily to the regimen he was ordered 
to follow. Since the few facts about the patient 
seemed to indicate that he might have difficulty in 
accepting his illness, the case work supervisor dis- 
cussed Mr. X with his attending physician in the 
arthritic clinic. The doctor felt certain that Mr. X 
would not readily accept a treatment regimen that 
included complete bed rest, except for weekly clinic 
visits, deep X-ray therapy, a high caloric diet, gold 
salts injections, and wearing a back brace. It 
seemed to him that this whole program involved an 
adjustment with which the patient might need 
social case work help. 

It was around the six points in the medical care 
program that the worker centered her first discus- 
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sion with the patient. Uncertain as to what serv- 
ices patient would be able to use, but acutely aware 
of the traumatic experience his illness must be for 
the tense young man who sat before her, the 
worker confined the first interview to an offer of 
help with any of the problems the rigorous medical 
program might create for him. The patient main- 
tained an attitude of rigid self-control as worker 
spoke with him, but he was quick to refuse her 
offer of assistance, saying politely but firmly that 
he could manage adequately on his own. While 
Mr. X agreed when worker said that it must be 
hard for him to face the many changes his illness 
created, he made it clear that he had both the 
capacity and the intent to follow through with 
treatment plans and needed no outside help. 


Thus, early in her contacts with the 
patient, the worker found operating one of 
the factors which were to characterize all 
future relationships with Mr. X and to be 
noted by her and other medical social work- 
ers in their work with arthritic patients: 
a resistance to taking help expressed not 
only verbally but in the very tenseness of 
the patient’s body, a total defense in which 
both mind and body join. Consistently, Mr. 
X either denied the existence of any prob- 
lems or declared his ability to handle them 
himself. 


It is doubtful that patient would have returned 
to worker for any assistance had he not found him- 
self financially unable to purchase the expensive 
brace that had been ordered for him. That the 
experience of asking for help he had previously 
refused was very difficult for him was evidenced in 
the casual manner in which he made his request 
and his verbal denial of the importance of the brace 
to him. Worker’s recognition of the difficulty that 
coming back to her must have presented for 
patient seemed to clear the air somewhat, although 
patient again showed his resistance toward taking 
help by scoffing at the eligibility requirements 
which worker clarified for him and attempting to 
avoid giving financial information by declaring that 
it wasn’t his idea to get the brace after all—it had 
been the doctor’s suggestion. Worker’s sensitivity 
to the fact that the struggle involved in obtaining 
the brace might make the patient question his 
wanting it seemed to free patient to discuss more 
cpenly his feelings about having to ask others to 
buy a brace for him when previously he had been 
self-supporting, as well as to enable him to articu- 
late some reluctance to wearing a brace at all and 
thus admit that he was unable to hold himself 
erect without aid. Worker realized that it was 
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important for the patient to be clear as to his feel- 
ings about the brace before he could talk in terms 
of securing it. She therefore discussed with him 
the medical significance of the appliance and helped 
him to see how it was related to his total care. 
Once the patient had come to accept his need for 
the appliance, he was better able to take the steps 
involved in getting it. The patient was given 
responsibility for bringing in verified statements of 
family income, and financial eligibility was estab- 
lished by using the figures the patient presented in 
working out a budget according to the scale used 
by the local family agency. Thus, real limits were 
set up against which patient was able to work out 
his struggle and learn to accept help in a limited 
area. 


Although undoubtedly the whole experi- 
ence of obtaining the brace was not a totally 
positive one for patient, he seemed to derive 
enough help from it to enable him to con- 
tinue using worker’s services. In this, he 
was helped by the doctor with whom worker 
shared her impressions of the patient as de- 
rived in her two contacts with him. The 
doctor felt that patient needed further inter- 
pretation of the high caloric diet he was to 
follow, since it was apparent that he was 
not gaining weight and could not seem to eat 
what he was supposed to. 


Again, the actual medical recommendation was 
the basis for further discussion with patient and, 
less distrustful of worker’s services now that he 
had experienced some feeling of being helped and 
realized something of the way in which the worker 
and doctor worked together, the patient began to 
express some of the deeper meaning that being sick 
held for him. Against the dreary background of 
his present situation, he sketched the picture of his 
former way of living, pointing out how much more 
satisfactory it had been when he had been able to 
get away from the home situation—which he hinted 
was intolerable—and mingle with his many friends. 
He spoke of the fact that he had never taken his 
meals at home and implied that in facing his family 
over the meal table he came face to face with his 
own inadequacies as well. Over and over again he 
expressed his rebellion at the restrictions his ill- 
ness placed upon him, seeing nothing satisfactory 
in the present situation and attributing all that was 
good and meaningful in living to the past. 

Worker first attempted to help the patient by 
reducing to some degree the limitations his illness 
imposed upon him. Sharing with the doctor her 
feeling that patient’s physical well-being was con- 
stantly being undermined by his emotional dissatis- 
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faction, she was able to offer the patient some 
respite from complete bed rest by obtaining per- 
mission for him to attend an occasional movie. 
Patient’s interest in undertaking some sort of re- 
training course was brought to the doctor’s atten- 
tion, and he agreed with worker that this might 
offer the patient a release for some of the tension 
that had thus far retarded his recovery. 


It was the patient’s body that first gave clue to 
the fact that work and recreation plans were not 
meeting his real needs, for, while he went along 
with all the planning and gave it verbal impetus, 
his body negated the desire to get well which he 
consciously expressed. Despite the fact that the 
patient was coming in regularly for treatment and 
apparently following medical instructions to the 
letter, he seemed to be going downhill rapidly. 
He himself noticed his failure to improve but 
seemed unable to express much anxiety about it or 
to articulate any dissatisfaction with medical 
treatment. 

Trained to look for indications of response in 
other than the spoken word, worker began to ob- 
serve more closely patient’s behavior in clinic. 
While he never made any verbal protest to clinic 
regulations, he evaded these regulations wherever 
possible, never sitting with other patients, coming 
in at his own hours, and maintaining an attitude 
of difference between himself and the other 
patients by assuming an air of intimacy toward 
the doctors and other hospital personnel. Fearful 
of evoking the patient’s hostility now that he 
showed some capacity to use her services, worker 
did not handle this directly with him until he took 
his own way of introducing the subject by casually 
asking worker to read a magazine article which he 
had ostensibly brought to clinic with him to read 
while he waited for the doctor. This time worker 
could not overlook patient’s hostile feelings, which 
he had heretofore only subtly displayed in such 
acts as asking worker to tie his shoe or pretending 
not to see her when she walked through the clinic. 
The article was a bitter tirade against hospitals, 
centering chiefly around the difficulty a patient has 
in sharing with other sick persons as he is forced 
to do in a ward or clinic setup. The patient at first 
attempted to pass off the article as a purely imper- 
sonal commentary on hospitals which he felt 
worker would be interested in because of her own 
association with hospitals. When worker related 
the article directly to patient’s own feelings, com- 
menting that he too had had direct experience with 
hospitals, for the first time he was able to express 
his own distrust of hospitals and doctors, and par- 
ticularly his intense dislike of the clinic setup and 
his contempt for the other patients. While main- 
taining an attitude of implicit trust and confidence 
in his present doctor, he spoke bitterly of other 
doctors he had known, telling of the many faulty 


diagnoses that had been made in his case and of 
the false reassurance he had been given. 

As worker showed her capacity to accept pa- 
tient’s angry feelings, he developed greater free- 
dom in expressing outwardly the smoldering re- 
sentment he had previously directed inward. He 
began to raise questions about the treatment he was 
getting, and with worker’s help was able to talk 
directly with the doctor about his chances for 
recovery. The doctor at this time faced patient 
with the fact that recovery would be a long, slow 
process but indicated that there was nothing to 
contraindicate patient’s undertaking some light 
work if this was something in which he was inter- 
ested. The patient responded at once to this sug- 
gestion and for a few weeks there was much 
activity in this direction. The patient even moved 
so far as to go down to the employment agency 
where worker referred him, but became somewhat 
depressed when an immediate job at the patient’s 
high standards was not available. 

Again the patient experienced an acute exacer- 
bation of his illness. This time the attack was so 
severe as to make the doctor consider the ques- 
tion of hospitalization. However, patient offered 
so much resistance to this proposal that the doctor 
did not order admission, feeling that the patient’s 
strong feelings about hospitalization would inter- 
fere with any benefits that he might derive from 
hospital care. 


At this point worker, more sensitive now 
to the possible psychosomatic factors in the 
situation, began to question whether patient 
really wanted to get well and to look for the 
possible sources of satisfaction that he might 
be deriving from his illness. It was clear 
that for the patient illness had not brought 
the more usual gains of increased love and 
attention that cause many patients to cling 
to the illness situation. Instead, it had 
robbed him of the thin ice of security on 
which he had previously skated, taking him 
away from his associates in the business 
and social world, subjecting him to the 
humiliations he saw in coming to the clinic, 
depriving him of the handsome appearance 
in which he had taken so much pride, and 
bringing him acute physical pain. Yet, 
given an opportunity to regain partially 
what had constituted his former sense of 
well-being, patient resisted his chances to 
re-enter his old world. 


A review of the situation with the doctor brought 
to light the fact that patient had never been able 
to overcome the idea that his present illness was 
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on the basis of an old gonorrheal infection, a fact 
which he had mentioned to the doctor when he first 
became ill and one which the doctor indicated still 
obsessed him. The doctor’s reassurance that his 
present illness had nothing to do with the old in- 
fection seemed to have little meaning for patient, 
who continued to discuss this possibility with the 
doctor although he was never able to mention it to 
worker. It seemed evident now to worker that 
patient might unconsciously be seeing his illness as 
punishment he deserved for his past indiscretions 
and, as such, he could not give the illness up before 
his guilt was eased. The doctor suggested that 
psychiatric help seemed indicated in order to help 
patient with his deep emotional conflicts. 

After her discussion with the doctor, worker 
began to direct her discussions with patient toward 
preparing him for psychiatric help. As patient 
began to talk more freely about his feelings and to 
question why it was that he did not get better 
when he was getting such good care, worker was 
able to say that recovery involved more than the 
body and to interject the idea that in medicine we 
now gave credence to the part that emotions could 
play in causing or activating disease processes. In 
this, worker was greatly helped by the doctor’s 
conviction of patient's need for psychiatric help 
and his willingness to share his role in the healing 
process with the psychiatrist. Patient at first, 
however, attempted to shove away the idea that 
something within himself might be responsible for 
his failure to get well. Then he showed the 
extreme reaction of assuming full responsibility 
for his condition, expressing the idea that he had 
to find his way out of it alone. Again he chose the 
medium of an article to reveal his feelings, bring- 
ing in a condensation of Dr. Fosdick’s, On Being 
a Real Person, and explaining to worker that the 
article reminded him of his discussions with her, 
since it dealt with accepting limitations and mak- 
ing the most of what you had. 

Worker was able to bring out differences be- 
tween the author’s philosophy and her own pro- 
fessional beliefs by pointing out that the article 
seemed to expect people to work out their diffi- 
culties alone while worker felt that sometimes 
people needed professional help in understanding 
themselves before they were able to accept them- 
selves as they were. While patient did not deny 
this, he was inclined to think that psychiatric help 
was only for people with definite psychoses and 
stated that he didn’t think he was “ that bad.” 

About this time patient finished the course of 
gold salts injections he had been ordered and was 
given a rest period from clinic attendance. At this 
last clinic visit when the rest period was author- 
ized, patient told worker that he had secured a job 
as a movie checker and expressed grandiose ideas 
about the amount of money he would earn on the 
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job. Both the doctor and the worker felt the job 
would undoubtedly prove disappointing to patient, 
but worker felt definitely that patient had to make 
the job big in order for it to be acceptable to him 
and questioned his capacity to face its actual 
nature. Recognizing that this was his first attempt 
to secure employment, she felt that he needed the 
security of his own evaluation and did not handle 
the job situation with him. When patient returned 
to clinic after the rest period was over, he told 
worker that he hadn’t felt up to keeping the job 
since he had contracted a cold a week after he 
started to work. Realizing that the somatic com- 
plaints might be his body’s way of expressing 
disappointment, worker agreed that the job might 
have been too much for patient and said that per- 
haps he did not feel up to working now. Patient 
at once admitted that this was so and said he had 
been thinking about the possibility of going away 
to a chronic care hospital. Worker suggested that 
he might discuss this with the doctor who would 
have to recommend patient’s admission to the hos- 
pital he had in mind before actual arrangements 
could be made for him to go there. When the 
doctor indicated that patient’s condition did not 
warrant hospitalization and that patient was, in 
reality, greatly improved, patient responded with a 
great deal of hostility, making no move to obtain 
the brace the doctor suggested would help the stiff- 
ness in his knee of which patient now complained, 
and denying the evidences of recovery toward 
which the doctor pointed. 

It was in his discussions of his reactions to the 
doctor’s evaluation that patient began to show real 
movement. With help from worker, he was able 
to articulate his conflict as involving a fight 
between his wish to get well and his wish to stay 
sick, stating it in just those terms and asking 
worker how he might be helped to resolve it. 
Similarly, he moved in the direction of admitting 
his guilt about his illness, remarking to worker 
that he had a “guilty conscience” which he 
thought might be making him sick. While he 
still was unable to accept psychiatric help with the 
problems he expressed, their mere articulation 
seemed to help him. Shortly afterward, patient 
told worker of his attempts to get a job. While 
they had been thwarted because of patient’s in- 
ability to pass the physical examination required 
in every instance, patient was not ready to give up. 
Telling worker that “everything in me that wants 
to get well” spurred him on to seek work, he 
asked for referral to the employment agency where 
worker had previously directed him. Worker 
entered actively into the referral process, making 
certain that the vocational counselor had a com- 
plete picture of patient as a person and indicating 
that any job to be acceptable to Mr. X must offer 
recognition of his intellectual capacity without 
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threatening him physically. It was possible to 
refer the patient to a position in the credit office 
of a department store where he has been given 
responsibility for establishing credit plans and has 
other people working for him. 

Mr. X has now been working for nearly three 
months. During this period his physical symp- 
toms have largely disappeared. He has gained ten 
pounds and seems to walk with much less effort. 
It is quite likely, however, that the physical symp- 
toms will again appear. The fact that he is not 
yet ready to give up his illness entirely is evidenced 
by the recent increase in his somatic complaints at 
the time that a four-week rest period was author- 
ized. The patient, however, seems to view his job 
realistically, looking upon it as a sort of test of 
his capacity to perform, recognizing that his am- 
bivalence about getting well still exists. Neither 
the doctor nor the worker feels that the patient’s 
progress denies their previous conviction of his 
need for psychiatric help. Instead, it is their feel- 
ing that the added security patient now has from 
his small success may enable him to be less threat- 
ened by the suggestion of psychotherapy and more 
willing to make use of it as a means of consolidat- 
ing the gains he has already achieved. 

Worker is continuing to see Mr. X when he 
asks for her services. He has seemed to need 
reassurance from both the doctor and the worker 
about the limits he places on his activity, and 
seems as well to require reaffirmation of his right 
to continued medical care. While he has expressed 
dissatisfaction with his present situation, he has 
had less need to project his dissatisfaction upon his 
environment and has been able to relate it directly 
to his feeling uncomfortable with himself. It is 
worker’s impression that Mr. X is moving slowly 
in the direction of accepting psychotherapy, since 
he himself has initiated a discussion of this step 
with worker. While it is apparent that he has a 
long way to go before he can achieve recovery, he 
has become increasingly aware of the terms under 
which it may be possible and has shown real 
growth in his capacity to accept those terms. 


In the evaluation of any case situation, it 
seems professionally valuable to look at the 
process that helped the patient to move and 
the factors that may have hindered his prog- 
ress. This particular situation seems to illus- 
trate clearly the opportunity of providing 
help to a patient who needs it when the 
social worker is understanding and sensitive 
to the patient’s problems. Only as the 
worker became aware of the nature of Mr. 
X’s needs and conscious of her professional 
responsibility to him was she able to com- 


municate a sense of security in herself as 
a representative of the agency that meant 
safety to him. 

Certainly, security on the part of the 
worker is of prime importance in offering 
help to the arthritic patient. This view is 
borne out by psychosomatic findings in 
arthritis which indicate that essentially the 
arthritic patient is a hostile person, so fear- 
ful of the intensity of his resentment that 
he unconsciously encases his joints “ in con- 
crete” so that he cannot strike out against 
the world. Thus, in working with persons 
loaded with hostility, the worker must be 
strong enough to help the patient express 
and bear the brunt of his angry feelings 
toward her and the medical services with 
which she is identified. So long as she is 
impelled by the necessity of having the 
patient feel only positively toward her and 
her services, she blocks him from full use 
of a relationship that purports to give him 
freedom to be himself in the experience of 
being ill. It may be noted in the case illus- 
tration used here that the degree to which 
Mr. X was enabled to express his hostile 
feelings increased as the worker became 
more aware of his need to vent his hostility 
and made conscious use of his resistance in 
the actual case work process. Clearly, as 
Mr. X’s situation illustrates, work with 
the arthritic patient necessitates the social 
worker’s control of her own attitudes through 
focusing upon the professional nature of the 
services she renders. 


The use of case work help does not imply 
a reconstitution of the patient’s total person- 
ality. This the social case worker sees as 
lying within the area of psychotherapy. It 
is to be noted that discussions with Mr. X 
are always within the legitimate boundaries 
of social case work help in a medical setting 
—that is, around the realities of the hospital 
and the health services it is designed to 
render. Help to Mr. X is thus geared en- 
tirely around specific medical recommenda- 
tions—the provision of a brace, a special 
diet, employment—or toward helping the 
patient with the individual difficulties the 
clinic regimen creates for him. Because the 
“how ” of the worker’s offering these serv- 
ices is the case work method, she must, of 
necessity, deal with the patient’s conscious 
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feelings about his illness and also be aware 
of the unconscious motivation for his be- 
havior. While it is thus true that psychiatric 
understanding guides the worker’s diagnostic 
thinking about the patient’s behavior, she 
does not attempt to displace the psychiatrist 
by dealing with the patient’s intense guilt 
feelings on other than a conscious level. 
Accepting the difference between herself and 
the psychiatrist, she shares with the patient 
that difference and confines the scope of her 
helpfulness within the limits of the realistic 
services she offers. 

There likewise seems to be a well defined 
sense of difference between the social case 
worker’s and the doctor’s fields of activity. 
Through the respect and understanding each 
has for the other’s area of competence, there 
is created a professional give and take be- 
tween doctor and worker that insures a total 
helpfulness to the patient. We see the 
worker using the limits of the treatment 
that the doctor prescribes as the basis for 
her discussions with the patient and bring- 
ing back to the doctor her evaluation of the 
way in which the patient is using the recom- 
mendations. Similarly, the doctor shares 
with the worker his impressions of the pa- 
tient’s physical reaction to treatment, giving 
full recognition to the emotional factors that 
are at work in the situation. Through this 
give and take there evolves for both worker 
and doctor a fuller knowledge and under- 
standing of the patient-as-a-whole. Treat- 
ment thus becomes a dynamic and integrated 
use of therapeutic measures geared to the 
individual need of the patient. Neither 
doctor nor worker deludes himself into be- 
lieving that he has the total answer to the 


patient’s problem, but, on the other hand, 
neither is hesitant to give fully of the knowl- 
edge he possesses. 

Thus far, our discussion has been con- 
fined to the help the medical social worker 
can give to the individual patient suffering 
from rheumatoid arthritis, In Mr. X’s case, 
all the facilities for medical care were pres- 
ent and the medical social worker’s job was 
principally that of engaging the patient in 
making a meaningful use of those facilities. 
Certainly, this is an important and vital 
function, the very essence of social case 
work help. Dr. Margolis has indicated, 
however, other fields of activity for the 
medical social worker. With his pointing up 
of the need for more adequate provisions 
for the care of the total group of arthritic 
sufferers, he has presented a challenge to 
a professional group whose concentration 
on individual need in no way absolves them 
from an interest in group need. Just as the 
medical social worker stands in a strategic 
position in terms of the service she can ren- 
der to the individual patient, so does her 
professional training and practice equip her 
for a frontier position in medical planning 
for a total group. Perhaps we have too long 
been inarticulate in this area. If we, with 
the doctor, are dedicated to the optimum 
recovery of each patient, then we must join 
with the medical profession in securing the 
optimum facilities for every sick person’s 
care. We must thus learn to lend our indi- 
vidual skills to group action, seeing social 
goals as part and parcel of social work 
goals. We too have an important part to 
play in changing the status of “ medicine’s 
stepchild.” 


Military Counseling as Practiced by the Personnel Consultant 


LIEUTENANT SAUL HOoFsTEIN 


[? IS an accepted truth that, regardless 
of the setting in which men live, they 
differ individually in their ability to work 
and their capacity for training. No matter 
how effective a mass classification system 
may be, situations always arise in which men 
must be given individual consideration be- 
fore they can perform adequately in military 
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service. Emotional factors, homesickness, 
resentment, and other attitudes may prevent 
the best trained and qualified individual from 
functioning adequately as a soldier. Where 
these difficulties in adjustment are the out- 
come of deep-set personality disturbance, 
the primary responsibility for treatment or 
recommendation for discharge is delegated 
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to the military psychiatrist. But the condi- 
tions of military living are such that many 
men not fundamentally disturbed or in need 
of psychiatric treatment require professional 
assistance in establishing themselves as sol- 
diers. It is with this group that the per- 
sonnel consultant is concerned. 

When a man enters the army, it seems to 
him as if all individual responsibility and 
personality—all the means whereby he could 
differentiate himself from others—are left 
behind with his civilian garb. He feels as if 
he were being pressed into a mold identical 
with that of the millions of others in the 
service. He must live by command under 
conditions common to all soldiers. Together 
with his fellows, he is required to obey 
blindly the authority of the “chain of 
command” from the commanding general 
on down to the acting corporal. All train- 
ing and indoctrination seem to be directed 
toward the destruction of individuality. The 
new soldier consequently finds himself on 
the defensive. His problem is further com- 
plicated by the additional factors associated 
with army life—the privations, the separa- 
tion from loved ones, the insecurity, the per- 
petual proximity of other men, the new 
demands upon the self, the physical exer- 
tions, the ever present fear and anxiety. In 
order to effect a transition to military life, 
the soldier must effect a reorganization 
of his self, must muster all his individual 
resources toward meeting the shock and 
demands of this new social system into 
which he has been forced. Consequently a 
conflict is generated: on the one hand. the 
self is threatened with disintegration; on 
the other, demands are made upon it which 
can be met only through increased strength 
and internal reorganization. 

To the credit of the “American person- 
ality,” it has been evident that most men 
succeed in effecting the transition and resolv- 
ing the conflict. Through identifying them- 
selves with the war aims, the army, the 
branch of service, or the unit, many soldiers 
discover a means of adding greater strength 
to the self. Others succeed in finding their 
niche in the army through their work, 
through new friendships and new interests. 
Yet there are always men who cannot 
achieve the changes and identifications neces- 
sary. All the factors creating difficulties in 


adjustment to civilian life are operative, 
often to a greater extent, within the army, 
But the army must take a greater responsi- 
bility for individual maladjustment than the 
community has taken. One maladjusted in- 
dividual not functioning at his maximum 
capacity may jeopardize an entire unit. In 
this war, more than ever before, military 
training calls for the fusion of individual 
initiative and differentiated skills of millions 
toward the achievement of a common pur- 
pose. The ultimate success of the army’s 
mission depends upon the extent to which 
each man puts forth his maximum effort 
both in training and combat. 

Through the establishment, as part of the 
personnel classification system, of a category 
of officers professionally trained to help 
individuals with problems of adjustment, the 
army has attempted to help those men who 
need assistance in order to identify them- 
selves with the common purpose, relate 
themselves to military authority, and per- 
form effectively as soldiers. The mission of 
the personnel consultant, as set forth in 
regulations, is to advise and assist the com- 
mand in problems of a psychological nature. 
While this mission includes various func- 
tions, this paper will be limited to a discus- 
sion of the process, here termed military 
counseling, of helping individuals become 
more effective soldiers. The precise nature 
of military counseling depends upon both 
the structure of the organization in which 
the personnel consultant serves and the serv- 
ices for individuals available within that 
organization. As a member of a fully staffed 
mental hygiene unit his work will be differ- 
ent from that in an installation where the 
psychiatrist is miles away and available only 
in emergencies. 

This paper has grown out of the writer’s 
experience in the Consultation Service of an 
Army Specialized Training Program Basic 
Training Center. This Center was later dis- 
banded with the reduction in the Army Spe- 
cialized Training Program. The Center had 
for its purpose: (1) selecting, classifying, 
and assigning soldiers to the various cur- 
ricula of the college phase of the program, 
and (2) providing basic military training 
for the men before their transfer to colleges 
for study. Men rejected from the program 
were shipped out directly to military units 
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at the completion of their basic training. The 
Consultation Service was composed of three 
officer personnel consultants with social 
work and psychological background and an 
enlisted social worker. Psychiatric con- 
sultation was provided by the station hos- 
pital psychiatrist. The writer supervised 
the clinical phase of the activities of the 
Consultation Service. 

In this installation, as in every other in- 
stallation within which he functions, the per- 
sonnel consultant worked for and in the 
name of the command. Men were called in 
for conference with the personnel consultant 
at the request of their commanding officers. 
This relationship to the command defines the 
role of the personnel consultant in any inter- 
viewing or counseling situation. He cannot 
do anything without the implicit approval 
of the command. He cannot assume any role 
in his professional relationships except that 
of a representative of the command. At first 
thought this relationship, so characteristic of 
and necessary to the army, may appear to be 
limiting. Yet it is precisely because of this 
relationship that the personnel consultant 
can be helpful to individual soldiers. 

The command is directly responsible for 
everything that happens to a soldier and is 
the only channel for effecting any changes 
in his situation. Thus, the personnel con- 
sultant functions as a personification of the 
command with whom the individual can deal 
directly ; against whom he can express his 
resentments ; and through whom he can find 
a constructive relationship to authority and 
discover that the army is concerned with 
him as an individual. Through such a rela- 
tionship, too, the personnel consultant can 
more readily discern which aspects of the 
individual’s personality are impeding his 
progress as a soldier and can deal with them 
effectively. 

His relationship to the authority is the one 
constant factor the personnel consultant can 
use in a constantly changing situation. Time 
factors in the army are unpredictable but 
must be used fully in counseling. Unexpected 
shipment or transfer is always imminent. 
Every moment spent with the personnel con- 
sultant is that much time lost from essential 
training. Throughout the army, the only 
time that is definite is the immediate present. 
Therefore, each interview and every portion 
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of it must have some positive value both to 
the army and the person being interviewed. 
As a result there is constant time pressure, 
experienced deeply and exerting a profound 
influence on the counseling process. 

Under such pressures the helping process 
is compressed into almost incredibly short 
time periods, provided the personnel con- 
sultant is fully aware of the time factor and 
understands its use in counseling. For many 
men it is precisely this changed rate of living 
—the disappearance of the future, the sud- 
den changes, the need to wait long periods— 
which creates problems for them in adjust- 
ment. Since such factors are present in the 
interviews, the soldier with the help of the 
personnel consultant can learn to cope with 
them more effectively. Under such condi- 
tions the processes of diagnosis and helping 
become fused so that while the causes of a 
particular difficulty are being determined, 
action is simultaneously begun to remedy 
them. The personnel consultant must accept 
his skill as inherent and act directly to meet 
the problem, convinced that what he will do 
will help the soldier make his adjustment. 
There is no time for extensive case records, 
field investigations, or for consultations, ex- 
cept where they are absolutely necessary. 
Out of such sheer necessity, one soon dis- 
covers with how much of the “trimmings” 
one can dispense and still perform a highly 
valid service. 

A factor that makes such work possible is 
that the personnel consultant is part of the 
same social situation and lives under the 
same limits and controls as does the soldier 
who is being helped. The common experi- 
ences and shared hardships provide an im- 
mediate basis of relationship which often 
must be laboriously developed in civilian 
practice. In addition, through his relation- 
ship to the command, through his tie-up 
with the classification system, and through 
his liaison with other specialized functions, 
the personnel consultant can have a more 
direct influence on the social situation than 
is normally possible. The personnel con- 
sultant is likewise fully aware of all the 
elements—liabilities as well as potentialities 
—of the army and can use that awareness 
in the counseling process. Through such a 
direct understanding he frequently can be 
immediately helpful to the soldier. 








Ideally, the setting for this counseling 
would be an office affording privacy and 
quiet. In the army such a setting is Utopian. 
Semi-privacy provided by a light partition 
would be considered a good army counsel- 
ing situation. Ordinarily, even this setting 
is not available. Much of the work must be 
done wherever the soldier is found while he 
is going through the classification process, 
with hundreds of men milling about and a 
dozen other interviewers at work; during a 
ten-minute break between lectures at a dis- 
tant school building; in the field during 
training ; on the firing range, to the accom- 
paniment of exploding bullets ; or on bivouac, 
where the man is undergoing field exercises. 
This need to conduct an interview as part 
of the soldier’s regular life may be used to 
advantage in counseling. Often the efficiency 
of a personnel consultant will depend largely 
on his ability to go out in the field where 
he can reach men directly, with minimum 
interference to the military program. He 
discovers quickly that in the army the precise 
setting is not important if he can offer a 
relationship out of which the soldier can get 
some help, and use in that relationship all 
the factors that establish the uniqueness of 
military counseling. 

It is the relationship between the personnel 
consultant and the problem soldier as it is 
affected by the conditions of the army that 
relates military counseling to all counseling 
regardless of the setting. The relationship 
between the counselor and the individual 
being helped provides the generic base of 
counseling. It is the process through which 
a counselor identified with a particular social 
institution helps the individual relate to that 
institution and draw added strength to him- 
self from that relationship. In this sense, 
it is a specific area of social case work ap- 
plied to the army. While civilian social case 
work implies the proferring of a service 
which the individual is free to accept or de- 
cline, the authoritarian setting of the army 
cannot permit a choice in that form. The 
soldier must come, must be seen, and must 
be helped to make the transition. There are 
no services to be accepted or declined. 
Actually, we know the choice is still there 
though in less obvious form. Unless the 
individual can somehow be galvanized into 
changing, he will not change. 
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The personnel consultant who is not aware 
of the deep-set antagonisms and resistances 
created in the authoritative counseling situ- 
ation can accomplish nothing toward help- 
ing the soldier. Through an awareness and 
use of such feelings he can help effect change. 
The soldier brings to the counseling inter- 
view feelings essentially the same as or 
closely related to the forces preventing his 
becoming a soldier. In a sense the counsel- 
ing situation may be thought of as a micro- 
cosm of the military situation, with the per- 
sonnel consultant playing the role of “ army 
authority ” and helping the soldier relate 
to it. 

Let us consider now several cases that 
illustrate the points considered above. Single 
interviews have been presented because they 
represent typical cases. Rarely does the per- 
sonnel consultant see a soldier more than 
once or twice. The principles of counseling 
embodied in these cases are essentially the 
same as would apply to cases involving many 
interviews. A frequent problem met by the 
personnel consultant is the young recruit 
who has never learned to relate normally to 
any authority. The problem grows out of 
the sudden discovery of authority in its 
extreme form for the first time. Private F 
was referred to the personnel consultant be- 
cause he was antagonistic and had com- 
mitted some infraction of regulations. He 
might have been dealt with severely but the 
company commander sensed the danger in 
this and felt that, in view of his excellent 
background, this soldier could be helped 
more effectively through the Consultation 
Service. 


As Pvt. F came into the office, he was ex- 
tremely antagonistic. “ Do what you want to, I 
don’t care.” He was amazed at the failure of the 
P.C. (personnel consultant) to grow angry at the 
remark. P.C. commented that Pvt. F had come 
into the office looking for a- fight. “Wasn't I 
called in to be punished?” P.C. asked in turn 
whether that would have helped change him. 
Taken aback, soldier said that he had been re- 
solved not to yield in the slightest. P.C. com- 
mented at his surprise and asked whether he was 
disappointed in not finding a fight here. But why 
then was he here? Pvt. F inquired. He relaxed 


as P.C. explained that the company commander 


had felt he might like a chance to talk the entire 
thing over before any decision was made. Was he 
satisfied with his behavior in the army thus far? 
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Soldier began at first with some bluster to say 
that he didn’t care what the army did to him. 
“Ts it that hard to admit you're afraid?” P.C. 
asked. Soldier couldn’t answer at first—bit his 
lips and seemed on the verge of crying. When 
P.C. commented sympathetically that soldier must 
have been through some trying days, soldier 
started sobbing. He had had such high hopes when 
he came into the army. But somehow everything 
went wrong. He couldn’t stand being ordered 
about. He didn’t see why he should listen to non- 
coms so inferior to him. At this a defiant note 
crept into his voice. They all picked on him. 


P.C. wondered whether there might not be 
something about soldier that caused others to pick 
on him. Soldier said he had never had trouble in 
civilian life. He had a swell family and got along 
well with them. Through several questions P.C. 
learned that soldier was the only son of well-to-do 
parents who had yielded to his every whim and 
never given him any responsibility. Could that 
have anything to do with what had happened here? 
Soldier started crying but quickly caught himself. 
To P.C.’s comment about missing home, the soldier 
elaborated on how all alone he felt in the army 
and how different was this experience from any- 
thing else he had gone through. P.C. wondered 
whether he felt that it was easy for others to take 
the army experience. Soldier replied that he didn’t 
want to admit to anyone that he was afraid—he'd 
show “them” he could give “them” whatever 
“they” gave him. Had he ever given anyone a 
chance to help him? Soldier said he hadn't 
realized anyone would care to help him. P.C. 
pointed out that his company commander might 
have punished him but sent him here to talk this 
over. 

Shamefaced, soldier wondered whether coming 
into the army was so hard for other men. He was 
relieved when P.C. explained that the problem was 
so often present that the army assigned officers 
like himself to help. Soldier asked what he could 
do to avoid getting into so much trouble. P.C. 
suggested that he had perhaps already begun to do 
something. Sometimes the important thing was to 
admit a problem. Then once it was concretely 
before a person he could start working on it. 

Soldier spoke of his loneliness and feeling that 
he was left out of things. A discussion followed 
on the universality of that feeling among soldiers, 
and of the facilities available for recreation and 
getting together with the other men. Somehow 
soldier had been afraid to mix. While rationaliz- 
ing that he was better than the others, he admitted 
the fear that they might not accept him. It was 
partly to prove to them that he had “guts” that 
he had spoken back to the sergeant. P.C. pointed 
out that many men felt as he did—in fact most of 
them did. 
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Did he feel, too, that he would always be a pri- 
vate without any authority? “Do you think I can 
ever be more?” P.C. studied soldier’s record and 
pointed out that his marks on tests were higher 
than 90 per cent of the men, that he had a better 
education than many of them. Did he think he 
could use them to get ahead? Soldier admitted 
that somehow he had never thought of it in that 
way. This was just a beginning then? P.C. said 
that depended on what soldier would do. One 
didn’t get ahead solely because of intelligence and 
education. Did he think he could put them to use? 
“T can try,” was his response. P.C. suggested it 
was a tough grind but was possible. He had also 
once been a private and had felt lost in the mass 
of men. Soldier asked then about promotion and 
O.C.S. and the difficulty of it. P.C. narrated sev- 
eral of his own more trying experiences which in 
retrospect seemed comical. Both enjoyed a laugh 
together. Soldier said he knew how hard it was 
to become an officer, but somehow the army was 
not bad. P.C. suggested that it was hard to 
become a soldier. One had to work at it. “It 
looks as if I haven’t worked much,” soldier re- 
marked wistfully. “It is never too late,” P.C. 
responded. ; 

The possibility of another interview was dis- 
cussed. Soldier felt he would not need one. Could 
he ask to come in if something developed? P.C. 
indicated he would always be available. The com- 
pany commander, however, might be able to help 
the soldier more directly. “ Would he see me?” 
soldier asked. P.C. replied that he knew the com- 
pany commander to be really concerned about his 
men and to welcome their coming to him. Soldier 
felt he would like to talk to his company com- 
mander and apologize for his behavior. Did P.C. 
think that would be “ sissyish”? P.C. thought it 
might be a swell idea. As he left, soldier spon- 
taneously offered his hand to P.C. who shook it 
warmly and wished him good luck. 

A report of the interview and a brief description 
of the soldier’s problem of adjustment to the army 
were sent to the company commander. Follow-up 
one month later indicated that soldier had made an 
excellent adjustment and was considered one of the 
best and most dependable men in the company. 


The role of the personnel consultant as 
a personification of military authority and 
his use of that role in the counseling process 
are clearly reflected in this case. Pvt. F evi- 
dently had never known even the normal 
degree of parental authority which is so im- 
portant in growth. The threat, therefore, of 
military authority personified by his sergeant 
and company commander was overwhelming. 
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It is clearly evident that fear and insecurity 
were the feelings underlying the aggressive- 
ness that had caused him so much trouble. 
But how was that brought out in the open? 
Pvt. F reacted to the personnel consultant 
as he reacted to all authority—aggressively. 
The wind was taken out of his sails, how- 
ever, in the personnel consultant’s failure to 
take up the fight. Consequently the soldier 
could reveal his fear in his question about 
punishment. From that point on, the coun- 
seling process involves helping Pvt. F first 
to accept his fear, then to universalize it, 
and finally to help build up and give direc- 
tion anew to the self that had earlier felt 
so threatened. All this was accomplished 
through the relationship of the personnel 
consultant to the soldier, a relationship in 
which the soldier could test out another way 
of working with authority than the one he 
had previously utilized, and could discover 
an aspect of it that added strength to the 
positive forces within him. With the accept- 
ance of his fears by the military authority 
embodied in the personnel consultant, he 
could work toward a more constructive rela- 
tionship to that authority. The personnel 
consultant had brought understanding and 
sensitivity to the soldier in trouble. And 
in being able to sense changes in the sol- 
dier’s feelings and guide him by means of 
challenge, encouragement, and sharing of 
experience, the counselor could help the sol- 
dier leave his immaturity behind him and 
accept the army in a more mature manner. 
For the soldier the interview was truly a 
growth experience. Significantly, at the end 
of the interview he moved away from the 
personnel consultant and turned toward the 
company commander who was a more direct 
embodiment of the authority with which Pvt. 
F knew he must cope. 

This case also illustrates the relation of 
the personnel consultant to the line officers 
who carry the final responsibility for the 
‘men under them. The personnel consultant 
provides them with a highly specialized serv- 
ice, as does the medical officer, the chaplain, 
or the special service officer. He functions 
only as they require him and, when called 
in on a case, works under their authority. 
His ultimate aim in counseling is to help a 
soldier return to the company and function 
effectively under the commanding officer. 


One can see here how the responsibility is 
transferred back to the commanding officer 
once the problem has been sufficiently 
resolved. As a consequence of this rela- 
tionship to the commanding officer, the 
personnel consultant must do considerable 
interpretation to other officers concerning 
his services and also concerning the less 
obvious psychological forces operating in the 
men under them. If this interpretation is 
not effectively made, the line officer may see 
the personnel consultant as a threat to him— 
as one whose intercession in a case is a 
reflection of the line officer’s own inability 
to cope with an individual problem. Where 
the interpretation is adequate and the lines 
of demarcation are clear, the personnel con- 
sultant is recognized as having a real service 
to offer and becomes one of the busiest men 
on the post. 

The next case indicates a more direct use 
of army authority by the personnel con- 
sultant as a means of helping a soldier work 
more effectively in his training. Pvt. S was 
referred to the Consultation Service be- 
cause he was inefficient in his work despite 
superior intelligence. Unless improvement 
became evident shortly he would not be per- 
mitted to continue in this Army Specialized 
Training Program. 


Pvt. S, alert and unusually intelligent, scemed 
sincere and concerned over his status. He wanted 
a chance to qualify and go on with the A.S.T.P. 
When P.C. asked whether he had earned that 
chance, he admitted he had had some trouble. 
P.C. sensed a tendency to give excuses for every- 
thing and to be bored with some of the training. 
He was unable to take full responsibility for his 
poor work until faced by the P.C. with the possi- 
bility of being rejected from A.S.T.P. At that 
point he insisted upon his ability to make the grade 
in basic and to restrain himself. P.C. commented 
that his record thus far hadn’t shown it. What 
was the cause of such poor work despite his 
superior intelligence? 

Soldier spoke feelingly of a struggle he had at 
home—his father was always trying to keep him 
from doing what he wanted to. Every bit of free- 
dom had to be fought for. When he had finally 
won out at home, he was drafted. Now he seemed 
back in the same struggle. Everything seemed 
designed to restrict him. Commenting first on the 
shock coming into the army must have been, P.C. 
wondered whether Pvt. S wasn’t carrying his 
struggle a bit too far. Were there not other ways 
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he could achieve greater independence now that he 
was away from home? This led to a discussion of 
the greater status of a more efficient soldier and 
of the possibility of promotion. That had to be 
earned. A.S.T.P. too was another means—but it 
also had to be earned. Either Pvt. S must buckle 
down now and do an effective job as a trainee, or 
he couldn’t go on to school. Soldier felt he could 
make the grade before completion of basic training. 
After talking it over, he felt he had really not seen 
the complete picture. P.C. told him he would be 
placed on probation. Unless he showed positive 
change, he would be rejected. 

About a month later the company commander, 
interviewed in the field, said Pvt. S had been 
causing some trouble when he first came but 
seemed to have straightened out after talking with 
the P.C. He was now showing considerable effort 
and doing well. Company commander recom- 
mended that he be retained in A.S.T.P. Pvt. S 
was seen during a rest between classes. P.C. dis- 
cussed with him the importance of his doing well 
and carrying on the good work he had been doing 
for the last few weeks. He was told that if his 
good work continued he would go on with the 
program. 


Here the essential problem was to help 
soldier separate from the army his feelings 
about parental authority and relate himself 
more directly to army training. He could 
do that only as he could be helped to see 
more directly how his progress in basic train- 
ing would affect his future success in the 
army. He could not be given that help until 
he could give expression to some of the feel- 
ings blocking him from identifying with the 
army. 

We can note here a distinction between 
brief counseling and more intensive therapy. 
While Pvt. F and Pvt. S were helped to 
cope with their conflicts and maladjustments 
as they affected adjustment to the army, 
no attempt was made to delve into the deep 
unconscious forces of which their problems 
were manifestations or to effect fundamental 
changes in their personality. It was assumed 
that once begun on the path of army adjust- 
ment, the soldiers themselves could carry the 
responsibility for further change. 

The failure to make this differentiation be- 
tween counseling and treatment may be the 
nemesis of a personnel consultant. The deci- 
sion as to which cases can be helped directly 
and which should be referred for psychiatric 
treatment is often difficult to make. Line 
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officers, not aware of the limitations of the 
personnel consultants, may expect them 
alone to be able to cope with any problem 
presented by an individual soldier. The mili- 
tary psychiatrist, usually overburdened by 
work on the more severe cases, may resent 
a referral where simple counseling by the 
personnel consultant would have been ade- 
quate. Thus a personnel consultant, between 
these two fires, may be pushed into trying 
more than he can accomplish. In the re- 
sultant failure, he may earn the ire of both 
line and medical officers, to say nothing of 
the possibility of harming the soldier. His 
is the task of maintaining a delicate liaison 
between the two. In the following case a 
decision regarding the scope of his own 
function had to be made under field condi- 
tions by the personnel consultant. 


While P.C. was out in a bivouac camp where 
men were undergoing a period of training under 
simulated field conditions, a company commander 
with whom P.C. was discussing the morale of his 
men mentioned a soldier who was causing him 
some difficulty. He had thought the soldier might 
be “gold-bricking ”—loafing on the job and avoid- 
ing responsibility—but felt the behavior was con- 
sistent enough to require examination. Arrange- 
ments were made to see the man immediately. The 
interview took place in a warehouse on the rifle 
range to the accompaniment of rifle fire. Soldier 
appeared suspicious at first. Yet his fear was evi- 
dent in continuous trembling and avoidance of the 
P.cC. After he had been eased by the friendly 
approach of the P.C., he described his feelings of 
anxiety and his fear that he might be “ going 
crazy.” He was intense, alternately fidgeted and 
assumed fixed attitudes, stared into space, shifted 
from subject to subject, and was on the verge of 
tears. P.C., through encouraging him to give ex- 
pression to his fears, helped to quiet him down 
somewhat and to provide the few facts necessary 
before a decision could be made. He gave a his- 
tory of increasing suspiciousness and ideas of 
reference. Convinced of the need for immediate 
action, P.C. saw the company commander and 
recommended soldier’s immediate removal from 
the firing range and return to camp for referral to 
the hospital. In P.C.’s office the following morn- 
ing, soldier expressed great anxiety at the prospect 
of going to the hospital. 

Through interpretation of the role of the 
psychiatrist as a doctor capable of helping him, 
P.C. made soldier more accepting of referral. 
Transportation was arranged and soldier taken 
directly to the neuropsychiatrist at the station 
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hospital. Placed in the ward, soldier’s condition 
was diagnosed as the beginning period of schizo- 
phrenia. Treatment was instituted by the medical 
staff. 


This case illustrated the importance of the 
personnel consultant’s possessing sufficient 
diagnostic skill to recognize when counseling 
alone is inadequate. Yet even in such a situ- 
ation one can readily see where counseling 
helped prevent more serious breakdown and 
prepared soldier for the psychiatrist. Fur- 
thermore, if the personnel consultant had not 
been on the spot where the men were train- 
ing, soldier’s illness would not have been 
recognized until it had become more ad- 
vanced and less susceptible to treatment. 
Clearly seen too was the value of the per- 
sonnel consultant’s ability immediately to 
effect a change in the situation by having 
soldier removed from the firing range and 
referred to the psychiatrist. Here personnel 
consultant and psychiatrist were able to 
work as a team, both contributing to the 
salvaging of this soldier. 

As can be seen from a careful analysis 
of the case material presented, military coun- 
seling or case work involves essentially the 
same fundamental skills and understanding 
as does similar work in civilian practice. 
Military practice differs as conditions in the 
service require specialized application of gen- 
eric understanding and skills. The military 
situation is highly complex and differs from 
any civilian setting. The precise form of 
counseling therefore must be modified to 
meet the peculiar conditions of army living. 
While in civilian practice the relation of the 
worker to the agency and his need to func- 
tion within its specific structure are not so 
manifest, the military worker is so closely 
identified with the army that there is no 
question as to his role. Everything he does 
is dominated, determined, and evaluated 
according to the degree in which it can con- 


tribute to the one purpose of the army—the 
rapid overwhelming of the enemy. 

His essential function in counseling, then, 
becomes helping the individual soldier who 
for some reason has not identified with that 
purpose, or is not using all his energies 
toward its achievement, to bring all his indi- 
vidual resources to work in furtherance of 
it. The army aims to impose its will upon 
the enemy. The strength of that will de- 
pends not only upon superior equipment but 
upon the degree to which the willingness of 
each man is fused into the total will. 
Through his counseling skill the personnel 
consultant can help each man add his 
strength to the total will, and derive from 
the whole added strength for himself. 

This can be achieved only through under- 
standing the individual soldier and the forces 
within him which prevent his functioning 
most efficiently. Military counseling is the 
process of applying that understanding 
toward helping the individual soldier become 
more related to the army and its authority. 
While identified with army authority, mili- 
tary counseling still recognizes the essential 
truth that psychological change must be 
effected from within the individual. Skill 
in counseling within the army involves the 
capacity for helping the individual muster 
all his individual resources toward complete 
fulfilment of his army job. The conditions 
under which this process occurs vary con- 
siderably within the army, depending upon 
local conditions often more difficult and vari- 
able than anything in civilian life. These 
conditions modify the process without chang- 
ing its essential nature. One discovers 
quickly that every soldier in the army with 
good physical equipment, not mentally de- 
fective or demented, has real potentialities 
for constructive service. Through the coun- 
seling process the personnel consultant 
attempts to assist men to realize those 
potentialities. 
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Student Problems in Field Work in a Public Assistance Agency 


Vircinia L. TANNAR 


ROFESSIONAL TRAINING for social 

work has developed the use of field 
experience with supervision as one of its 
important methods of enabling students to 
acquire the philosophy, the self-awareness, 
the discipline, and the unique skills essential 
for the responsible activities of social work. 

The sharp awareness of new areas in which 
there is a need for trained workers, the con- 
tinuous demand for professional staff in the 
established agencies, and a momentary 
glance to the future give us reason enough 
to reconsider and make sure of what we 
have learned about our training methods. 
We want to think about what is the eco- 
nomical as well as the safe margin in our 
school requirements because we know full 
well what the cost is when our training is 
too brief and without roots in soundly 
integrated knowledge. 

We would agree that supervised field 
work remains an essential in training for 
social work, even though it is time con- 
suming. Great blocks of hours in field prac- 
tice have been and are still required before 
students complete their training. But we 
must consider more than just the time given 
by the student. The field supervisor in turn 
gives many hours to this specialized teach- 
ing, even now when we are short-staffed. 
Are there some common experiences in this 
part of student learning about which we can 
be reasonably certain and which will give 
us some common basis for planning field 
work? Can we foresee some of the prob- 
lems in learning most of these students will 
meet? How do we as supervisors help them 
with their efforts to learn? When we have 
thought these questions through, we shall 
be more effective in our teaching skills and 
shall be able to define a common framework 
for field experience, both in time needed by 
most students and in the kinds of experi- 
ences we set up for them. Our goal will be 
how to help the student learn most effec- 
tively and most economically. We are con- 
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cerned about the effect of the speed-up, the 
pressure of time in our lives today. We need 
to know what is at stake. Then we can 
evaluate both the time element and the 
methods that make for sound preparation in 
professional social work, and stand by our 
evidence. 

Often students trace their beginning in- 
terest in social work to a wish to help people 
in trouble or a wish to do something about 
making the world a better place to live in. 
Others have a deep interest in people and 
like them; they want to learn how to work 
with people. Potentially the student is ready 
to engage himself in the learning process 
more actively, more willingly than ever. be- 
fore. But as supervisors we know that there 
are other factors involved that will play a 
determining part in the student’s learning. 

The young inexperienced student begins 
training unaware of the demands that will 
be made upon him. The need to develop 
new attitudes, to give up old biases, to 
acquire a philosophy of a_ professional 
rather than a personal relationship with 
clients are all slowly pressed upon him by 
both field experiences and his classroom 
work. He does not know nor can he be 
expected to know that there are hard and 
difficult steps to be taken before his impulse 
to do good becomes understood in its moti- 
vation, disciplined in the activity it sets in 
motion, and developed in scope and level. 

The underlying early problem in learning 
for students is that of becoming increasingly 
aware of the difference in this experience of 
training to become social workers. The stu- 
dent needs first to see and acknowledge the 
difference and then to accept that he must 
take on this different quality if he is to be 
a social worker. Not only must he want 
to do this consciously but he must discover 
whether he has the potential emotional 
capacity to support this desire, since this 
means change in himself. 

The supervisor who recognizes this se- 











quence sets about the problem by putting 
the student in a situation that will challenge 
his intelligence and develop his capacity to 
learn theory and fact, and that will finally 
give him a beginning understanding of the 
nature of the emotional component in his 
wish to help. Although the student learns 
directly from his client contacts, the super- 
visory process affects the degree and quality 
of learning acquired by the student in a 
given instance, and helps him understand 
something more about his part in the 
client-worker relationship and begin the 
modification that will lead to professional 
development. 

The supervisory relationship is a profes- 
sional relationship, the purpose of which is 
to make it possible for the student to learn. 
It is educational rather than therapeutic in 
its aim. It is the one part of the field ex- 
perience designed to give help to students 
with their personal feelings, prejudices, con- 
flicts, and needs, which determine their per- 
formance and limit their ability to use 
knowledge. The supervisor who is clear 
about the educational aim can then take re- 
sponsibility for helping the student tackle 
the problems he has as he comes to know 
the wide range of human misery and aberra- 
tion with which he will have to deal. 


Client-Worker Relationship 


Learning through the client-worker rela- 
tionship is one of the first avenues students 
recognize as leading to their goals. In a 
public assistance agency a beginning student 
made her first visit to a family that had been 
prepared for a new worker. After intro- 
ductions were over the father said, “ Funny 
thing, but I expected a man.” She felt un- 
comfortable and, not knowing what to say, 
fell back on the statement that the agency 
assigned the family to her. In conference 
she wondered why the client made such a 
statement when there was no indication in 
the record that the family had ever asked 
for a man or had been told that their next 
visitor would be a man. Although the 
recorded material about this family indi- 
cated clearly why the husband might wish 
for a man visitor, the student was not yet 
ready to explore this and needed help in 
understanding in general what people’s feel- 
ings are about a change in workers. She 
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was helped to consider that just as the family 
was new to her, she was new to them. When 
asked how people react to new experiences, 
she was able to say that people often fear 
them. Then she brought out that she felt 
the client did not want her as a visitor. She 
could not say more about why she thought 
this. She was asked how likely it was that 
the client would really be able to know 
whether he would want her as a visitor in 
the first moments of a first contact. She 
then began to understand that the client was 
reacting to the change in workers in that 
it meant a new person for him to get to 
know. She became interested in the idea 
that there would be some recognizable re- 
action on every client’s part when she met 
him for the first time. She wanted to watch 
for it in each of her cases. She evidenced 
considerable satisfaction in learning that it 
was natural for clients to react to the change 
in workers and to show this to the new 
worker in a variety of ways. From this she 
was able to see that by conveying to the 
client her understanding of the fact that it 
is not easy to receive a new visitor she 
would be showing the client that she under- 
stood him and accepted his feelings. 


Personal Questions 


Students are often asked details about 
themselves and they often want to tell clients 
about themselves. This may happen in an 
early interview when the student’s efforts at 
interviewing are awkward and pauses occur 
because the student does not know what to 
say. Sometimes it occurs when the inter- 
view is over and the student doesn’t know 
how to take his leave. The client’s purpose 
in asking the question varies. The beginning 
student may not be ready to see how much 
his own ineptness and his own needs have 
contributed to the situation. The supervisor 
needs to understand that students either may 
find this experience embarrassing or may 
welcome it. 

A sound guiding principle for the super- 
visor is that she will want to learn what 
the student’s usual responses are and con- 
vey her acceptance of him as a person so 
that he can feel free to make these responses. 
But she will have more to do than this. 
Early she needs to begin to give help to 
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the student, choosing the simple and con- 
crete ideas first, recognizing that if these 
do not help the student a more complicated 
learning problem may be involved. Gen- 
erally students feel some insecurity about 
what they have done in response to per- 
sonal questions. They may feel the ques- 
tions are attacks on them, especially if they 
have to do with age, marital status, personal 
appearance, race, or nationality. As a result, 
they often feel more inadequate than ever. 
They sense that there is something awry in 
this part of the interview. If they feel guilty 
about what they have done or if they con- 
sciously believe that this part of the inter- 
view is irrelevant, they may fail to record it. 
However, it is more than likely that every 
beginning student will have the experience. 
The supervisor can encourage students be- 
fore they see clients to think about the fact 
that the client, and what he says and does, 
should be the center of interest in the inter- 
view. Sometimes it is helpful to ask students 
why an interview is held at all. With 
this kind of discussion it is easier for them 
to see where their focus should be. Then 
facts about themselves seem outside the pur- 
pose for which client and student meet. 
Some students resist this new idea and feel 
that such material is valuable in establishing 
a friendly relationship. Further exploration 
may show these students quite unready to 
recognize any difference between a profes- 
sional relationship and a purely friendly one. 

So often, too, the student who clings to 
“a friendly relationship at all costs” has 
no way whatever of knowing what makes 
a truly professional relationship. Here 
again the supervisor will watch what she 
sets up as a standard for the student. One 
that he is not yet able or ready to consider 
will only make matters worse. If the super- 
visor can raise a question and take the stu- 
dent’s response as the best he can give for 
the time being, she will have kept the way 
open to raise the question again. The earlier 
it is in the supervisory relationship the less 
likely it is that giving the student insight 
will be helpful to him. If we are willing 
to let them, most students can and will dis- 
cover many things for themselves. Our role 
is to provide for freedom in the relationship 
so that students can bring out their own 
feelings and questions, and begin to see how 
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these factors help or hinder in achieving 
their goals. 

Once the student shows an interest in 
understanding more about why the client 
may ask personal questions, the way is 
clearer. The discovery that the client’s 
question is purposive—that it may serve as 
a way of avoiding discussion of a certain 
area or as a means of turning the interview 
back on the student or that it may be an 
attempt to make the student comfortable— 
enables the student to consider his answer 
in terms of the client’s need. This discovery 
can help the student understand how often 
the client is only trying to place him, to 
have some concrete knowledge of his worker. 
This may be enough to help the student 
avoid giving unnecessary information about 
himself but rather give a simple, straightfor- 
ward answer free of his own discomfort or 
his own need to tell. 


Impulse “to Do” 


Another problem with which students 
need help is the tremendous impulse they 
have “to do something ” immediately about 
the client’s situation. This is understand- 
able, for at first they can take hold of the 
tangible aspects of a client’s problem more 
easily than the intangible. Often this “ do- 
ing something ” is translated into getting the 
client to a clinic, finding a job for him, or 
locating better housing. The student feels 
that a child should have some recreation and 
sets about most earnestly to find a club or 
a settlement house where the child will be 
accepted. For many students, offering the 
client such a resource and then having the 
client fail to use it is a disappointing ex- 
perience in spite of the supervisor’s effort 
to prepare the student for it. But there are 
many instances in which there is no other 
way for the student to learn that “ doing 
something concrete” for the client does not 
always bring the results he expected. One 
of the most difficult things for students to 
bear is the fact that, despite the availability 
of means to relieve pain and illness or of 
sanitary, decent housing just around the 
block, the client does not lift a hand to better 
his situation. The supervisor must support 
the student in this puzzling and frustrating 
experience. She can acknowledge the stu- 
dent’s recognition of a client’s need as basic 








in the case work process, and she must 
introduce him to the idea that there are 
factors operating in the client’s inability to 
make use of such help other than those 
obvious to the student on his present level 
of understanding. She can help the student 
see that his goal may not be the client’s, 
and then she can lead him to think about 
how to find out what the client’s goal is and 
how to help him achieve this goal. She can 
teach the student ways of recognizing why 
the client cannot take these steps in his own 
best interests. 


Determination of Need 


The problem of learning how to evaluate 
the client’s request for material help is sure 
to present itself early in student training. 
In public assistance the determination of 
need has some definite standards which, 
although not routinely applicable, can be 
used to help students evaluate the reality 
problem. But before the student is ready 
to handle the full determination of need, he 
frequently meets with requests for concrete 
help from his families. It is often for addi- 
tional items in the budget, such as clothing, 
household replacements, medical or dental 
services. Beginning students respond to 
these requests almost always by saying that 
they will provide the client with whatever 
he asks. In fact, it is not infrequent that 
a student will tell a client on his first con- 
tact that he is the new worker and that the 
client need not hesitate to tell him what he 
wants and it will be forthcoming. 

The supervisor will want first to be quite 
sure that a need exists, because in a public 
assistance agency relief may not be author- 
ized unless the need is actually there. This 
verification will, of necessity, involve the 
supervisor, since she will want to learn fully 
the facts on which the student based his 
decision. Beginning students often express 
their embarrassment at being a party to 
such a request. They feel uncomfortable 
when an adult, a mother or a father, asks 
for such things as shoes or a coat. This is 
their first experience in being in the posi- 
tion of giving, and, for some students, it 
arouses many feelings with which they are 
unable to deal. They express this discom- 
fort in their interview by acquiescing as 
quickly and quietly as possible. Actually 
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some students have abruptly ended the inter- 
view at the point of request for material 
help. Most students have a long hard way 
to go before they are able to handle their 
responses to the giving role. 

A student who made many assertions 
about giving clients what they needed mate- 
rially and who often expressed marked feel- 
ings about the inadequacy of the public 
assistance budget became aware of what lay 
underneath his strong reaction through an 
experience in handling the budget with a 
group of families. Certain administrative 
changes in the mechanics of relief giving 
occurred which were responsible for some 
families’ receiving an overpayment in their 
current relief grant. There were several 
choices for handling this overpayment. 
Recipients could return the extra amount 
on receipt of the check, or they could have 
the amount deducted from their next check, 
or, if there was some unmet need, the family 
could use the money for this. The student 
was given the responsibility of making the 
appropriate plan with his clients. 

He asked each of his clients to return the 
money, which they did. The week after this 
had occurred, the student brought the cases 
to conference and discussed from his record- 
ing what his reasons had been for asking 
for the return of the money. The student 
seemed to have encountered no resistance. 
However, he was troubled and unsatisfied 
with his thinking and his activity, and 
acknowledged his dissatisfaction. He was 
asked to what he attributed his discomfort 
about his plan. He then explained that other 
students and workers had not had clients 
return the money and that it had occurred 
to him that it was his own need to have the 
client return the overpayment to the agency 
that had made the plan seem satisfactory to 
him. The student was helped to bring out 
his thoughts about people on relief, about 
exactness, about inadequacies in the budget. 
Finally he faced the fact that he had a 
tendency toward deprivation in his handling 
of relief in this situation by saying, “ You 
know I wonder if I really want to take 
responsibility for giving. I think I didn’t 
want the client to have that money.” Here 
is the place where the supervisor helps 
the student handle his negative impulses, 
strengthens his positive helping impulses, 
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and gives support while the student faces 
this in himself. 

The concept that there is likely to be more 
in the client’s request than the reality need 
is one that most students do not accept with- 
out a struggle. Students often say the way 
to solve a particular client’s problem is to 
give him every material thing he needs, in- 
cluding what he asks for and what the stu- 
dent feels he should have. 

But, no matter what the form is, the prob- 
lem is a basic one. The supervisor should 
be ready to help each student learn what his 
own part is in the problem and modify it to 
meet the professional demands of the client- 
worker relationship so that the agency's 
function is fulfilled and each client receives 
according to his needs. Then the student’s 
pattern in the relief-giving role will show 
neither deprivation nor overindulgence. 


Agency Structure and Function 


The agency, its structure, and its function 
are areas in experience which make for dif- 
ficulties in learning. Students frequently 
come to field work with little concept of 
agency, little comprehension of the inter- 
relatedness of skill and practice with agency 
function and structure. They simply see 
themselves as helping persons and they rele- 
gate the agency to the background. It is an 
obscure framework for their own particular 
wishes and impulses to be helpful. This is 
not illogical, for in many other professions 
skill is not so intimately related to any 
organized structure. 

One of the first problems of the student 
in public assistance is how to connect case 
work principles with agency procedures and 
policies. Some students feel compelled by 
the very fact that they operate under law to 
deal with the client in a heavy-handed man- 
ner. They use the law to carry out their own 
drives in relation to force and domination. 
Others try to circumvent the rules and regu- 
lations ; and still others find it comparatively 
simple to understand how to use the agency’s 
procedures in a way that neither presses the 
client nor makes him a special client by 
ignoring or avoiding the implications of the 
law in his situation. The first real test of 
where the student is in relation to accept- 
ance of agency comes when he himself knows 
in detail about a client’s budget. Often the 
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family will bring this to the student’s atten- 
tion in the first or second interview. Stu- 
dents differ in their ability to understand 
what the client is talking about and what 
their own responsibilities are as agency 
representatives. 

This is illustrated by the following. A 
student made an error in computing the 
budget for a family at the same time that the 
family failed to notify the agency of a change 
in their situation which affected the amount 
of the relief grant. These two events re- 
sulted in an overpayment. Until this hap- 
pened, the student had seemed to be verbally 
accepting of the agency’s policies and had 
spoken quite positively about the help the 
agency gave. When she really came to grips 
with the budget, however, her resistance and 
negative feelings came through in tremen- 
dous force. Her reaction was to hold the 
client responsible and deduct the overpay- 
ment without further ado. The student 
found it difficult to consider discussion with 
the client before carrying out such an action. 
She felt that the client understood well 
enough what was involved. When it was 
suggested that perhaps the deduction would 
deprive the family of money they needed for 
essential items currently, the student brought 
out her belief that the client had access to 
other sources of maintenance, since she could 
not believe the agency really meant that 
people should live on the amount granted. 
Thus, in this response, we see a student 
struggling with the understanding and ac- 
ceptance of the agency as expressed through 
its budget as well as struggling with her 
own feelings around having made an error 
and having to deal with the withholding of 
pertinent information by the family. 

The budget offers a positive learning ex- 
perience to many students in that they can 
begin to see early that it is an aid in indi- 
vidualizing the client and that it is a diag- 
nostic tool. A student who had worked 
through her problems in learning about the 
budget items to the point where she was 
ready to work with the family on helping 
them become self-maintaining, learned in a 
satisfactory manner what use she could make 
of the budget in the practice of case work. 
The first problem she met with this family 
came about when an adolescent daughter 
earned a small sum of money over a period 














of weeks. The money was paid to the girl 
ina lump sum. The family told the student 
about this income and explained that they 
planned to have the girl keep part of it to 
provide herself with new shoes for school 
and with school supplies. With the remain- 
der they intended to have an electric iron 
repaired and to purchase socks for other 
children. The student felt that this was a 
good plan but was not sure enough of her 
own thinking to tell the family that this was 
satisfactory. After a conference she ex- 
plained to the family that these needs were 
recognized by the agency as valid and that 
to this extent they had become partially 
self-maintaining. When the school term 
began the student was careful not to grant 
the family an allowance for clothing auto- 
matically but to individualize their needs so 
that items already secured by the family 
were not included in the grant. 

The student’s consideration of the family’s 
actual needs seemed to have been a step 
toward the family’s interest in self-mainte- 
nance. After this the father set about 
searching for employment. Here the stu- 
dent helped him review what his past 
occupations had been and he selected egg- 
candling, which he had done years before, as 
something he might find to do on his own. 
He obtained several small jobs in this work. 
He and the student planned how he would 
bring in verification of the amount earned. 
Never did the student take any budgetary 
action without full discussion with the client. 
The earnings increased. The student helped 
the client see these part-time earnings not as 
a bonus for being a good client but as a step 
in the direction of self-support. The client 
slowly began to speak of finding full-time 
employment but would, at the same time, 
express anxiety over leaving the agency and 
managing alone. Each time the student 
helped the client talk about this, indicating 
that the agency would stand by with assist- 
ance until he really earned enough money to 
take care of his family by himself. Part of 
this discussion was always about budgetary 
items and what new needs the budget would 
reveal, should there be full-time employ- 
ment. The student’s professional develop- 
ment seemed to progress along with the 
client’s growing ability to look after himself. 
The client found full-time employment that 
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paid more than the relief grant and even- 
tually this job enabled him to manage with- 
out help from the agency. 

This student learned what it meant to be 
an agency representative fulfilling the 
agency’s function and, at the same time, 
valuing the client’s participation at its real 
weight. Although the case presented other 
problems, the student was comfortable and 
well occupied dealing with the problem with 
which the family originally asked her for 
help. She accepted the granting of financial 
assistance as case work. 

Students sometimes suggest activity that 
they know is a violation of the agency’s 
policy. Frequently, they excuse this by say- 
ing, “ Let’s see what will happen.” A stu- 
dent wanted to add ice to a family’s budget 
before the date when it was permissible to 
give the grant. When she suggested this, she 
was asked to think of what would happen. 
She was quick to see that the supervisor and 
the state auditor might fail to discover the 
error and she concluded that as far as she 
and the agency were concerned there was 
likely to be no retribution for deliberately 
ignoring the procedure. In other words, 
“nothing would happen” and the family 
would receive the extra money. The stu- 
dent was asked why she selected this par- 
ticular family out of all her families. She 
explained that they had had a hard time 
managing and were already spending some 
money for ice. As she discussed this fur- 
ther, she began to think of other families and 
then to reconsider her reasoning. She was 
able to recognize that, although one family 
had been given extra money, the problem of 
more adequate and flexible budget remained 
just as it was, and that the one family would 
know very shortly that they had been singled 
out to receive the worker’s special attention 
in the form of help for which they were not 
actually eligible. Then the student saw the 
danger to herself in carrying out such 
activity. 

By the end of the first six months, stu- 
dents should have come to grips with agency 
function and structure and should need to 
spend less of their time and energies react- 
ing to those aspects of the agency which are 
inherent in its structure and thus common 
to all agencies. This does not mean that the 
student gives up his interest in more ade- 
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quate relief standards and more enlightened 
legislation, nor does it mean that the student 
should submit quietly to all agency policies. 
But if the supervisor can show the student 
how to make use of this feeling of unfairness 
in relation to each situation that comes up, 
or if the student can be helped to use his 
discontent positively by pressing for changes 
in agency policy directed toward the welfare 
of all, she will have helped him achieve a 
dynamic combination of sensitiveness to the 
client’s need, ability to evaluate the present 
structural devices that seem to work against 
the client’s welfare, and willingness to join 
his effort with the work of other social 
workers in the task of bringing about more 
and better help to those in need of it. 


Students, then, will meet problems in 
learning in the early weeks of their field 
training, particularly in the area of the dif- 
ference between the professional relationship 


to people and the everyday relationship in 
one’s personal life, in understanding the 
meaning of relief to the client and to them- 
selves, and in learning to work within agency 
policies. The supervisor can assist the stu- 
dent by beginning immediately, the first day 
of field work, to select some of these situ- 
ations for the student’s experiences. 

Learning to be a social worker is a process 
that takes time. Like case work itself it 
cannot be accomplished overnight either in 
terms of the amount and variety of knowl- 
edge it requires or in terms of the self- 
awareness and disciplined reactions which 
are essential in the process of helping people. 
There are no short-cuts to mature under- 
standing responses. Time will be needed for 
the training of social workers, but we can 
make more effective use of the time we have 
by being consciously ready to help students 
in those areas we have discovered give 
trouble to most students. 


Service to Residents of a Public Housing Project 


Dorotny E. Biack 


HE CASE WORK service provided 

the Town of Greenbelt by the Family 
Service Association of Washington, D. C., 
since 1939, has been a unique experience in 
that this is the only place in the country 
where case work has been given directly as 
a service offered by the management of a 
Federal Public Housing Project. It brings 
together the skills of case work and manage- 
ment toward more harmonious community 
living. Although case work techniques are 
essentially the same no matter what the 
setting, there is difference in orientation. 


The Town 

Of first interest are the setting in which 
this program has developed and a brief pic- 
ture of the Town. Greenbelt is located 13 
miles from Washington in Prince George’s 
County, Maryland. The site was specifically 
chosen apart from other communities with 
a view to creating a model town for about 
3,000 persons in families of moderate in- 
come. Constructed in 1936-1937 by the 
Resettlement Administration under the Na- 
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tional Recovery Act, it was a government 
effort to give incentive to private builders 
and to provide employment. There is a 
town manager system of government. The 
consumer-services stores are co-operatively 
owned. Medical service is available at mini- 
mum cost through a co-operative health 
association, There is a public health nurse. 
Educational and recreational facilities are 
superior. From 1937 through 1941, Green- 
belt was a quiet, protected community, iso- 
lated by its location and limited transporta- 
tion facilities. Its citizens took justifiable 
pride in their active civic, social, and politi- 
cal life. 

The year 1942 brought the addition of 
1,000 Defense Homes for servicemen’s fami- 
lies and defense workers. With the occupa- 
tion of these units within the year, the 
population more than doubled and now 
stands close to 8,000 people. As war- 
expanded Washington grew to meet it, the 
once small town became a city in the socio- 
logical sense. Hence in its brief six-year 
history the model town was subjected to all 











the pressures of wartime expansion. Com- 
munity facilities could not keep pace with 
this rapid growth but are now more nearly 
adequate than in most communities. For 
example, Greenbelt’s ten-bed hospital of the 
early days has been replaced by a large 
private hospital in an adjacent town. 
Throughout, admission to the original 
Greenbelt Homes has required that an indi- 
vidual or family have sufficient income to be 
self-maintaining. It was also necessary for 
applicants to establish housing need. Selec- 
tion procedures were thoroughly planned and 
carefully carried out to these ends. In addi- 
tion, some effort was made to give the oppor- 
tunity to live in Greenbelt to those families 
who could contribute most to building the 
life of the Town. At first, the income require- 
ment was $800 to $2,200 a year, depending 
on the size of family. Now entrance depends 
on an income range between $1,400 and 
$2,900. In relation to the change in 
economic conditions everywhere, residents 
whose income increased but whose increases 
did not exceed 25 per cent of the admission 
level were permitted to remain. After Pearl 
Harbor, because of lack of available housing 
elsewhere, a graded rent system was initi- 
ated and it became possible for families to 
remain regardless of excess earnings. This 
arrangement has allowed a considerable in- 
crease in incomes of Greenbelt families. 
These may now range upward to $5,000, 
on which the family pays a graded rent 
according to the size and type of dwelling 
unit as well as income. For example, one 
family may pay the maximum monthly rental 
of about $60 for the same quarters rented 
for about $40 by a family of smaller income. 

Applicants for the Defense Home units 
are not required to meet the same selection 
procedures. These are the war-dislocated 
families, either military personnel, their 
families, or those who are engaged in essen- 
tial war industry. In general, the income 
level of these families is under $2,600. 
Eligibility criteria are the same as for all 
other war housing projects. 

In its brief six-year history, this town has 
felt all the problems of readjustment occur- 
ring in a suburban community of our nation’s 
capital as a result of the war. Looking 
farther back, the Town’s need for a social 
worker arose because the original Greenbelt 
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families experienced all the difficulties of per- 
sonal and economic adjustments known to 
people elsewhere. In this setting, where 
adequate health, education, and recreation 
facilities existed, it was natural that social 
welfare service should also become a part 
of the program. 

Despite the care that went into selection 
of tenants, after a period rent delinquencies 
occurred. The problem of helping families 
work out a plan for meeting rent so they 
could remain in Greenbelt emerged. It was 
not clear to what extent a family’s failure 
to meet rent was due to unavoidable expense 
on the one hand or unrealistic management 
on the other. The need for social service 
became evident. Public housing, accepting 
a dual responsibility for tenants, became in- 
terested in social as well as financial returns. 


Case Work and Administration 

Just a year after the Town was opened to 
the first tenants, representatives of the ad- 
ministrative office and of the Welfare Com- 
mittee of the Town Council sought case 
work help. They found there was no private 
case work agency in the county equipped to 
do the thorough individualized job required 
by this specialized situation. So they turned 
to the Family Service Association in nearby 
Washington to provide this service for their 
families. 

The agency’s initial agreement to lend a 
case worker one day a week to the Town of 
Greenbelt took effect January 15, 1939. In 
return for service, for the period of the 
demonstration, Greenbelt paid a portion of 
the costs. As the program was originally 
set up, the case worker was known as a 
member of an outside agency. At the point 
of referral she was described to the client 
merely as a perscn who could help him. 
The worker herself explained her function 
to the client as a case work representative 
of the Family Service Association, a com- 
munity chest agency in Washington, and 
indicated that she was responsible to that 
agency. As a matter of course, case records 
were agency property and not available to 
the Greenbelt administrative staff. 

It was necessary then to define the rela- 
tionship of the case worker to management. 
This first grew out of the experience on rent 
delinquency referrals, since these comprised 
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a large percentage of the case load. Tenants 
were sometimes reluctant to reveal their true 
economic and personal problems to manage- 
ment lest this knowledge in some way bring 
about termination of their lease. Manage- 
ment’s real interest, however, was to help 
tenants find resources to work out their 
problems so they could remain as tenants. 

In making the referral, management of- 
fered families facing eviction an opportunity 
to remain if they could work out with the 
case worker plans to pay rent. The adminis- 
trative office. retained its right to evict if 
tenants failed to make or carry out satis- 
factory plans. This was understood by the 
client. The worker’s responsibility to the 
town consisted of reporting whether the per- 
son referred was working with her or not 
and, if so, what financial plan was made. 
Other details of individual situations were 
held in strict confidence by the case worker. 
This, too, was explained to the client in the 
initial contact. Hence, it was possible for 
the case worker to know and evaluate the 
factors that contributed to rent arrears. 
From them she and the client could deter- 
mine together practical possibilities for 
solution. 

Thus, the case worker had dual responsi- 
bility to tenants and management. Just as 
management helped the case worker to know 
its way of working, the case worker assisted 
by explaining facts related to plans for pay- 
ment of debts owed the Town, reporting on 
progress or lack of progress made and evalu- 
ating these results. ‘Together they consid- 
ered whom and how to refer and what 
possibilities and resources were open in 
specific situations. Mutual attention to nec- 
essary procedures brought an increasingly 
effective working relationship. Manage- 
ment contributed by referring at an early 
stage, by official evaluation of financial plans 
made, and by prompt decision on whether or 
not to evict. Further, their promptness in 
notifying the worker when agreed plans 
were not carried out made it possible for 
her to determine the family’s ability to carry 
reasonable responsibility. It was this strong 
working combination that brought valid 
results. 

It so happened that the most appropriate 
solution for some families was for them to 
leave. It would have been neither desirable 


The Family, January, 1945 





nor constructive for tenants to remain 
indefinitely without paying rent. Others 
worked out their difficulties, paid their rent, 
and stayed. Management saw many families 
meeting their responsibilities better. Finan- 
cial gains to the Town, in the three and a 
half years these rent arrears cases were car- 
ried, amounted to something over $2,000 
paid on Town bills. 

Later, the case worker’s relationship to 
management was further defined on service 
cases where there was a violation of adwin- 
istrative regulations. One requirement for 
residence in the original Greenbelt Homes 
was adequate arrangements for child care. 
In some instances it was the family’s failure 
to meet community standards of child care 
and training which brought them to the case 
worker’s attention. For example, commu- 
nity complaints about the behavior difficul- 
ties of children which happened to follow 
a mother’s going to work were discussed 
with her by the administrative office. An 
opportunity was then given the parents to 
consider with the case worker changes in 
planning to meet these problems. Again, 
personal details were confidential but the 
family understood that reports on the chil- 
dren’s progress were made by school and 
police to worker and administrative office 
alike. The worker in turn had the responsi- 
bility of reporting to management the 
family’s use of or failure to use her service. 
Here, too, management’s interest lay in the 
welfare of individual members of families 
and of the total community. 


Program Development 

Many shifts have taken place in the de- 
velopment of the total case work program. 
The original purpose of the Town manage- 
ment in securing a case worker was chiefly 
for help with economic problems. At first 
the worker’s role was understood in concrete 
terms, such as helping in unemployment, 
budgeting, and planning for hospitalization. 
In actual practice, worker and management 
shared the experience of finding personal 
factors of considerable importance which 
were creating inability to meet obligations 
or to plan for them. Rent arrears and accu- 
mulated debts were often due to poor plan- 
ning or mismanagement. Illness was usually 
a secondary factor. Employment adjustment 
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difficulties were of some importance in both 
unemployment and marginal income cases. 
In almost every instance where a family 
asked help in budgeting, there was a more 
basic difficulty in adjustment. 

Management’s recognition of specialized 
case work skills grew out of this experience. 
This brought about gradual shifts in types 
and time of referral. First, rent delinquen- 
cies were referred before they became so 
serious, giving the case worker an oppor- 
tunity to do a preventive job. Second, man- 
agement came to use the case worker for 
other kinds of difficulties, such as problems 
related to illness, planning special care for 
a child, and marital discord. In the service 
area, like the economic, referrals went 
through the same stages. The grosser diffi- 
culties were the first to be referred. Later, 
familiarity with the case worker’s method 
of working out more serious social problems 
resulted in the earlier referral of similar 
problems. This was shown more recently 
in the referral of a number of young pre- 
delinquent children. 

These shifts are best shown by statistical 
evidence. In the five and a half years, service 
was given on 266 applications. This repre- 
sented 189 separate families to whom help 
was given at least once. The rate of re- 
ferrals and the number of cases carried in 
the past two years has increased by about 
33 per cent. 

Whereas the major proble::; waS economic 
in 60 per cent of the cases in the first three 
and a half years, in the last two years only 
10 per cent needed financial help. Of this 
10 per cent, some were servicemen’s families 
eligible to Red Cross or Navy Relief be- 
cause of allotment delay. Others were fami- 
lies in which serious protracted illness, 
requiring full-time housekeeper service, ren- 
dered their income insufficient to meet 
expenses, or where it was the principal wage 
earner who was ill. In a few instances there 
was unrealistic management and evasion of 
responsibility. 

In the past two years 90 per cent of the 
people came for case work service alone. 
Referrals because of difficulty in family rela- 
tionships were one-fourth of the total load 
in this period. These included a wide range 
of individual adjustment problems. Among 
them were marital difficulty and behavior 


problems of children or pre-delinquency. 
Usually these were not the blatant discord 
situations of the earlier days. Instead, fami- 
lies sought help at a point where more seri- 
ous difficulty could be averted. A group 
more privileged culturally and economically 
used the case worker comfortably for con- 
sultation. The child who was too withdrawn 
to participate fully in the school program 
was sometimes referred along with his more 
aggressively disturbing neighbor. 

In this period, too, ill health more often 
than formerly has been the precipitating 
factor in the family’s need for the social 
worker. Referrals for help in planning for 
or in adjustments to physical illness have 
nearly doubled. The number of families 
brought to the case worker’s attention be- 
cause of need for psychiatric help or evalu- 
ation has increased somewhat but remained 
almost the same percentage of the total load. 
This includes children needing child guid- 
ance clinic service. 

It is noteworthy that of the 90 per cent 
service case load of the past two years, war- 
time stresses have been directly evident in 
only 24 per cent. This figure includes all 
the readjustments involved in separation 
from husband, son, or daughter in military 
service, family difficulties complicating the 
serviceman’s or war worker’s performance 
in camp or on his job, problems of working 
mothers and of war dislocation, It also in- 
cludes the gamut of children’s difficulties in 
adjustments to tensions and unusual liberties 
created by war. 

The community’s growing interest in the 
program has also been shown in changes in 
source of referral. In the first three and 
a half years, 80 per cent came from the 
administrative office and 9 per cent from 
a medical source. The remainder were 
chiefly personal applications as a result of 
the case worker’s becoming better known in 
the community. Only 3 per cent came from 
such sources as the school, the police, and 
the minister. In contrast to this stands the 
experience of the past two years. Less than 
one-third, or 30 per cent, came from the 
administrative office. Medical referrals 
accounted for 37 per cent; school referrals, 
12 per cent. Referrals from other county 
and Washington social agencies were 10 
per cent. 
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Consolidating the Gains 


Management’s conviction about the pro- 
gram is shown by its request for continuance 
of the service beyond the demonstration 
period. In actual practice the original plan 
for one day a week at Greenbelt was soon 
extended so that the case worker gave an 
additional day for Greenbelt residents in the 
Family Service Association office in Wash- 
ington. In 1941 Greenbelt saw need to 
expand the service further. The agency 
agreed to continue beyond the demonstra- 
tion to help in that transition. Then Green- 
belt took responsibility for more nearly 
meeting the full cost of the case work service 
program. 

Following our co-operative agreement 
with Greenbelt, reorganization within the 
loose federation of about thirty voluntary 
groups engaged in giving relief to Prince 
George’s County families resulted in the 
reduction of this group of thirty to two 
private family welfare agencies. Greenbelt’s 
case work service was correlated with the 
evolving county program. No attempt was 
made to duplicate the whole range of social 
services. Rather, it was the case worker’s 
first responsibility to integrate total commu- 
nity resources. In helping tenants to adjust 
their difficulties, the worker utilized all avail- 
able resources. County agencies, public and 
private, were used as needed for family and 
child welfare or health services. Certain 
agency resources in Washington, such as 
Navy Relief and medical or psychiatric 
services, are available to Greenbelt families 
in exactly the same way as to other resi- 
dents of the county. Similarly, Greenbelt’s 
social worker is available to county or Wash- 
ington agencies who wish to refer Greenbelt 
residents known to them. More often this 
has applied to the war-service agencies. 

As it has developed here, the case worker 
has three major functions. These are re- 
ferral, individual case work service, and 
consultation. As a referral agent for Green- 
belt families, the case worker made available 
to them agency services to which they were 
eligible in the county, the state, or nearby 
Washington. Co-ordinating the Greenbelt 
case work program as closely as possible 
with functions of existing agencies in the 
county has allowed more time for the 
worker’s second function, direct service to 
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individual families. Continued case work 
service is given those families for whom 
service is not available elsewhere, or for 
whom skilled case work treatment is needed 
on the spot because of special tensions, fric- 
tions, or dangers for the community. 

Finally, the case worker serves in a con- 
sultative capacity to referring persons in the 
administrative office, school, and public 
health services. Thus she is in the true 
sense a community worker. In contrast to 
her initial somewhat ambiguous position, 
Greenbelt’s social worker came to be accepted 
by the community as a case worker. Three 
workers served Greenbelt for consecutive 
periods of one or more years. All consist- 
ently referred matters requiring administra- 
tive decision back to the administrative 
office. In this setting, more time needs to 
go into community interpretation and con- 
ferences in order that the responsibility of 
the case worker and of the referring person 
be carefully defined in each individual case. 
But this is also true in any small or closely 
knit community where neighbors, school, 
doctor, nurse, or police may all be rather 
closely in touch with the family. 

It has been demonstrated that case work 
is not inconsistent with sound business prac- 
tice, and sound business practice is a source 
of security to management and tenant alike. 
We, as case workers, know that reluctance 
to set limits to behavior brings emotional 
reactions that increase difficulties. There 
need be no incompatibility between admin- 
istrative regulations and case work goals. 
As in every other setting, the case worker 
in the public housing project respects her 
client’s confidences. She has regard for his 
worth as a person and helps him to be self- 
directing. Her skill lies in helping him learn 
to make the most of his capacities for satisfy- 
ing and responsible living. When these well- 
known case work principles are applied in 
the new setting, case worker and manage- 
ment can share responsibility to maintain 
them. 

Out of our Greenbelt experience, certain 
principles have evolved. It is important for 
public housing to utilize existing social wel- 
fare resources. Case work techniques are 
the same but differences in setting require 
some reorientation. In addition to consulta- 
tion with management on matters requiring 








administrative decision, there is also need 
for case work consultation to be provided 
by a social agency. Some form of record 
for management is needed but case records 
are for the use of the social agency. Whether 
the worker is a member of the housing 
project staff or a member of a nearby social 
agency, it is necessary that his position be 
clearly defined and accepted by both man- 
agement and worker. 

Since July 1, 1944, Greenbelt has had a 
full-time case worker as an employee of the 
Town. The working relationship to the 
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Family Service Association for case work 
consultation has been continued. Stimulus 
to professional growth and development is 
provided by participation in a regularly 
established family welfare agency program. 
This relationship gives the added strength 
afforded through membership in the Family 
Welfare Association of America. From this 
point, major responsibility formerly taken 
by the social agency is being taken by the 
Town. Here public housing management 
and social case work have an effective com- 
bination of their skills. 


Editorial Notes 


Comments on Case Work in a 
Housing Project 


HE foregoing article by Dorothy Black 

on case work in a public housing project 
demonstrates one method by which case 
work can be made available to the thousands 
of families now living in public housing 
projects located in areas where the usual 
social services are not available. 

As Miss Black points out, the Greenbelt 
project is unique in that it has its own town 
government by which the case worker is 
employed. A somewhat different experi- 
ment is currently being carried on in the 
Copeland-Newsome Park Federal Housing 
Project in Virginia.t In this instance, office 
space and utilities are contributed by the 
project but the service is to be supported by 
community funds and the case worker will 
be responsible to a board of local residents— 
some living within the housing project 
and others in the surrounding community. 
Readers may know of other types of 
experiments. 

Housing projects vary in size and in their 
accessibility to established community re- 
sources. In all probability, no one pattern 
is suitable for all. In each case, however, 
care needs to be taken to define the respon- 
sibilities of the case work service to manage- 

1See “A Family Agency in a Housing Project,” 


by Walter R. Sherman, Hicuuicuts, F.W.A.A., 
November, 1944, p. 101. 





ment so that the two do not become identified 
in the tenants’ minds. Miss Black describes 
certain protections set up in Greenbelt. The 
case worker clearly is not responsible for the 
collection of rents or for the enforcement of 
community standards. Furthermore, her 
work with clients is on a confidential basis 
and her records are not accessible to man- 
agement. Rather, one gets the impression 
that her report to management is of much 
the same sort as any case worker might 
make about a client to a socially minded 
landlord who had referred a tenant to a 
social agency. The worker undoubtedly 
finds that she has to make it clear to the 
client that she wants to be of assistance only 
in so far as the referral is acceptable to the 
client himself. 

Social work has long recognized the dan- 
ger that in our zeal to help we may become 
paternalistic. This threat arises with re- 
newed force when social services are carried 
on under auspices other than the social 
agency. Special care must be taken to free 
the worker from administrative ties that 
may be incompatible with case work based 
on the belief that our work is most effective 
when the client is completely free either to 
use our services or to reject them. The 
degree to which this freedom exists must be 
one of the measures by which we compare 
the effectiveness of different case work ex- 
periments in housing projects. 
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Book Reviews 


ENTAL Hycrene: The Psychology of Per- 
sonal Adjustment: D. B. Klein. 495 pp., 
1944. Henry Holt and Co., New York, or 

Tue Famiry. $2.80. 

Professor Klein offers the suggestion that men- 
tal hygiene should stress the positive aspect of 
developing in all people a resistance to mental con- 
flict through “ zest for living” rather than limiting 
its efforts to the prevention of mental breakdowns 
in those individuals who show such predisposition. 
The former idea he calls meliorative, to improve; 
the latter, prophylactic, to prevent. 

The author, a professor of psychology at the 
University of Texas, has an extensive knowledge 
of his field and presents his information clearly 
although, at times, pedantically. He divides his 
material into four parts, each carefully developed 
as to the problem, the evidence in the field, and 
the range of mental hygiene. In Part I he ana- 
lyzes the nature and scope of mental hygiene, while 
in Parts II and III he discusses the nature of 
mental disease and its prevention. Professor 
Klein uses the accepted differentiation of the 
psychoses—organic, toxic, and functional. He 
comments that the organic and toxic psychoses, 
where the cause of the disease is definitely known 
(as delirium tremens caused by excessive alcohol- 
ism), can more properly be controlled and handled 
through education and public health measures. 
Professor Klein points out that the functional 
psychoses are not so clearly understood, and pre- 
sents many varying and conflicting theories as to 
the origin for such mental diseases as schizo- 
phrenia. He concludes that prophylactic efforts in 
the realm of functional psychoses are not adequate 
because there are no known, specific factors that 
can definitely be said to cause such mental break- 
down. Therefore, only general preventive hygiene 
techniques could be suggested. 

In the field of the neuroses, where evidence sup- 
ports the belief that neurotic symptoms are caused 
by mental conflicts resulting from the competitive- 
ness of our society and the lack of emotional 
security, mental hygiene can perform a more 
effective service. The author claims that all pro- 
fessional reports and observations from Russia, 
where to a great extent economic competition has 
been eliminated, indicate that there is almost no 
neurosis. He points out that evidence from Great 
Britain reveals that contrary to expectations, the 
effect of air raids on children has not been as 
harmful (overall) as have “evacuations” that 
threaten their inner security by taking them from 
home to strange surroundings. 

In Part IV the author proceeds to analyze and 
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discuss the basic concepts and mores of our so- 
ciety under which we are raised and live and how 
they affect individuals. Here, he says, is where 
mental hygiene should and can function effectively 
in mitigating the causes of mental conflict. This 
can be done through developing joy in simple, 
satisfying pursuits and in building a better life. 

Mental Hygiene is a valuable book for the intelli- 
gent layman who wishes to obtain a comprehensive 
picture of the field of “the psychology of personal 
adjustment” and its relation to everyday living. 
Professor Klein offers an excellent bibliography 
for additional reading. However, much of the 
material he presents is part of the foundation of the 
professional social worker’s education and, there- 
fore, the first part of the book, although interest- 
ing and well written, is not as significant as the 
latter half, which presents the socio-economic fac- 
tors influencing and underlying human behavior. 
These the social worker daily encounters. 


Laura H. Brunton 


Case Supervisor, A.R.C. 
Station Hospital, Camp Campbell, Ky. 


HE Wortp oF SHotom ALEICHEM: Maurice 
Samuel. 331 pp., 1943. Alfred A. Knopf, 
New York, or Tue Famiuty. $3.00. 


Sholom Aleichem introduces one Jew to another ; 
The World of Sholom Aleichem introduces us to 
the life of the Jews of Eastern Europe of the last 
century. Here we find the characters created by 
Sholom Aleichem, the great Yiddish author, which 
have become the prototypes of the individuals they 
represent. This book brings us an insight into the 
poverty-stricken yet spiritually wealthy lives of the 
Russian Jews, their effort to preserve their identity 
in a hostile culture, the trials and joys of childhood 
in real and fantasy worlds, the supreme position of 
learning and the fear of God, the conflicts of the 
generations, and the overwhelming problems of 
earning a livelihood. 

The World of Sholom Aleichem is more than 
Sholom Aleichem’s world: it is the world of the 
childhood of hundreds of thousands of American 
Jews. This world has molded the people who lived 
in it, and these people in turn have made their 
impression upon a generation of Americans. Chil- 
dren who have been reared in bi-lingual homes in 
which English and Yiddish are spoken and where 
the European and American cultures meet, are also 
products of this world. 

This book will help the reader to understand a 
segment of modern American Jewry and to under- 
stand the immensity of the task of adjusting to the 








New World. But unlike many readings on this 
subject, this book is not heavy and ponderous. It 
is a charming book, one alive with friendly wit and 
humor and with understanding for the tragedies of 
Jewish life. 

For workers on the staffs of Jewish agencies, this 
book is an excellent and intimate introduction to 
many of their clients. As the winner of the 1943 
Saturday Review of Literature prize for the best 
book on race relations this book will be of interest 
to all social workers. 

Pvt. NATHAN Hurvitz 
Consultation Service 
Sheppard Field, Texas 


UR New Basy: Lili E. Peller and Sophia 
Mumford. 32 pp., 1943. The Vanguard 
Press, New York, or THe Famrry. $1.50. 


XPECTANTLY Yours: Mario A. Castallo, 
M.D., and Audrey Walz. 110 pp. 1943. 
Macmillan Company, New York, or THE 

Famity. $1.75. 


Our New Baby, an attractively illustrated and 
well-written little book, was designed for parents 
to read to children of three to seven years of age. 
Mrs. Peller has suggested in a final ‘“ Note to 
Parents” that they “use the preceding pages 
merely as an introduction to start off their own 
story, and to weave into it all the special events, 
the adventures, mishaps, and surprises that make 
the story of their baby different from any other 
baby story in the world.” The book lends itself 
well to this extemporizing and parents who are 
quite capable of playing with their children but 
have trouble talking with them may find this a 
happy conversational topic. 

The book might have as a subtitle “ What to 
expect of babies and how to take care of them,” 
and there is a lot of information packed into the 
twenty-nine pages. Children, especially those from 
five to seven and those who have or expect to have 
a baby in their home, will like to “read” it and it 
will appeal to older girls and perhaps boys. 

The foreword to Expectantly Yours states that 
it was “ written as a guide for the intelligent pro- 
spective mother, to the end that her co-operation 
with her obstetrician may be complete.” It fulfils 
this purpose very well, dispensing information in 
a light popular style that seems superficial only 
when the expectant mother’s fears are discussed. 
The illustrative drawings are good and this is a 
book that case workers might wish to recommend 
to young expectant mothers who are not unduly 
disturbed by their prospective motherhood. 


Dorts CAMPBELL 
Case Work Consultant 
New York Association of Day Nurseries 
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NSTITUTIONS Servinc CuHILpreN: Howard 
W. Hopkirk. 244 pp., 1944. Russell Sage 
Foundation, New York, or THE Famiy. $2.00. 


This book will be of great help to many agencies 
and institutions, since it is published at this period 
in the development of foster child care, when many 
orphanages and homes for children are moderniz- 
ing and streamlining their programs and plants. 
The author has been the person, more than anyone 
else in the field, to whom institutions have turned 
for surveys and for consultation service at the 
point of redefining function and revamping pro- 
gram. As a staff member of the Child Welfare 
League of America and, more recently, as the 
director of that organization, Mr. Hopkirk has 
had his fingers on the pulse of a large number of 
institutions serving children. He is familiar with 
the numerous practical problems that have been 
ot concern to institution people. 
letters from one agency to auother and many in- 
quiries from institutions to state departments of 
child welfare and to the national organizations 
have sought solutions to questions pertaining to 
practice and personnel. Mr. Hopkirk has given 
the answers to many of these problems with which 
institutions have been troubled. In this respect his 
book will be valuable as a source of reference not 
only for agencies, staff, and board members but 
for schools of social work as well. 


Mr. Hopkirk brings to his readers, too, the 
benefit of his experience as an institution house- 
father, recreation worker, and administrator. To 
add to his already broad experience, he drove from 
the east to the west coast and back again, just 
before the war, visiting and revisiting children’s 
homes. On this trip he gathered additional factual 
data. He also experienced, in the atmosphere of 
all these institutions, the less tangible and equally 
important values such as the spirit and response 
of the children, staff-child relationships, administra- 
tive tone, and the setting and feel of buildings. 


Institutions Serving Children may perhaps best 
be described as a practical book. If an agency 
contemplates building a new unit, real help can be 
had from the chapter on Plant. The place of the 
institution in the general field of child care and 
the history of the development of this kind of 
service are fully discussed. Staff structure, board 
organization and function, community relationships, 
and child care are given careful consideration. 
The author treats the whole subject honestly, 
openly, and objectively. While Mr. Hopkirk’s 
approach to his subject is refreshing, this very 
realistic discussion, particularly in the second half 
of the book, in which so many of the negatives in 
institutional practice and management are brought 
out and discussed, may tend to discourage the 
reader. It would have been helpful if the author 
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had added a few chapters, giving more of the posi- 
tive elements for treatment and care as provided 
by the progressive children’s institutions. There 
are so many possibilities for group and individual 
therapy in institutions in which the principles of 
mental hygiene, case work, modern education, and 
group work are an integral part of the philosophy 
and practice of the agency. Workers in the insti- 
tutional field and those contemplating work in this 
area need to be more enthusiastically encouraged 
as to the potentialities for the treatment of children 
in group care situations. 

Some readers will wish that Mr. Hopkirk had 
given more of the theory and philosophy under- 
lying the principles he sets forth regarding the 
various phases of institution child care. It is neces- 
sary to remember, however, that the author, as he 
wrote, was aware of the greatest need of the largest 
number of children’s homes at this time. With 
these needs in mind, he has gathered and given 
a great deal of basic’and specific material, as well 
as standards of sound practice. This makes the 
book one that every children’s worker or student 
of child care will want to read. 

Eva BuRMEISTER 
Lakeside Children’s Center 
Milwaukee, Wis. 


EW Goats For Otp Ace: Edited by George 

Lawton. 185 pp., 1943. Columbia Univer- 

sity Press, New York, or THe FaAmIty. 
$2.75. 


The papers collected in this volume were deliv- 
ered in a course on “ Mental Hygiene in Old Age” 
conducted under the auspices of the Welfare Coun- 
cil of New York City for the benefit of all persons 
working with older people. The authors represent 
a wide field, including psychiatry, psychology, 
sociology, medicine, occupational therapy, biblio- 
therapy, and social work. In one chapter an old 
person speaks for herself in an anonymous article. 
The subject matter is general and covers a wide 
range. 

This book would serve as helpful background 
material for superintendents and boards of homes 
for the aged, for visitors in Old Age Assistance 
programs, and for students of senescence. It gives 
insight into the aging process and the effect of the 
impact of the present-day social changes on the 
older generation. 


MARGARET W. WAGNER 


Benjamin Rose Institute 
Cleveland, Ohio 
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Pamphlets 


SYMPTOMS OF PERSONALITY DISORDER 
By S. Mouchly Small, M.D. 
60 cents 


FEE CHARGING IN A FAMILY AGENCY 
By Alice D. Taggart, Sidney J. Berkowitz, and 


Sonia E. Penn 
30 cents 


THE BOARD MEMBER OF A FAMILY AGENCY 
Fifteen articles reprinted from HIGHLIGHTS 
40 cents 


PRECOCIOUS ADOLESCENCE IN WARTIME 
Three articles reprinted from THE FAMILY. 
By Dorothy Ellsworth, Margaret Mitchell, and 


Ruby Little 
35 cents 
* 
FAMILY WELFARE ASSOCIATION OF 
AMERICA 


122 East 22 Street, New York 10, N. Y. 








SMITH COLLEGE 
SCHOOL FOR SOCIAL WORK 


A Graduate Professional School Offering a 
Program of Social Work Education Lead- 
ing to the Degree of Master of Social 
Science. 


Academic Year Opens June 1945 


The Accelerated Course provides two years 
of academic credits, covering two quarters 
of theory, three quarters of field practice 
in selected social agencies, and the writing 
of a thesis. 


The demand is urgent for qualified social 
workers to meet the complex problems of 
postwar rehabilitation. 


SMITH COLLEGE STUDIES IN SOCIAL WORK 
CONTENTS FOR DECEMBER, 1944 
Medical Social Work in the Vocational Rehabilita- 
tion Program Eleanor Cockerill 


A Task for Social Work in Connection with Psy- 
chiatric Rehabilitation 
Helen Witmer and Phebe Rich 
Abstracts of Theses: Smith College School for 
Social Work, 1944 





For further information write to 


THE DIRECTOR COLLEGE HALL 8 


Northampton, Massachusetts 
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THE NEW YORK SCHOOL OF 
SOCIAL WORK 


Columbia University 


FELLOWSHIPS 1945-1946 


Commonwealth Fund: For advanced train- 
ing in psychiatric social work. 

Porter R. Lee Memorial Fund: The Alumni 
and School join in offering substantial loan- 
grant assistance to persons with experience. 


Recent College Graduates: A limited num- 
ber of fellowships for men and women 
living outside the metropolitan area who 
have graduated since 1942. 


Tuition Fellowships: A limited number of 
fellowships providing tuition for three quar- 
ters. Preference will be given to applicants 
living outside the metropolitan area. 
Willard Straight: For a foreign student 
who has a background of social work expe- 
rience in his own country and expects to 
return there. 

Final date for filing all applications is 
February 15, 1945. For details and appli- 
cation blanks apply to the school. 


122 East 22nd Street 
New York 10, N. Y. 








UNIVERSITY OF LOUISVILLE 
KENT SCHOOL OF SOCIAL WORK 


Social Treatment 
Medical Social Work 


Community Organization and Group 
Work 


Social Administration 


Social Research 


Two-Year Graduate Program. 


Limited Number of Fellowships and 
Scholarships available. 


For further information apply to 
Dean, Raymond A. Kent School of 
Social Work 


University of Louisville 
Louisville 8, Ky. 


pica 
at 

















A detailed practical guide 





NORMAL LIVES for the DISABLED 


By EDNA YOST in collaboration with 
Dr. LILLIAN M. GILBRETH 


Here is a comprehensive picture of what can be done to help 
disabled people rehabilitate themselves. It reflects the views 
and experiences of specialized teachers, industrialists, and 
psychiatrists, and of the disabled who have successfully solved 
“Written with sympathetic realism and 

a detailed practical guide.”—New York 


their problems. 
unerring tact 
Times Book Review. 


The MACMILLAN COMPANY 


$2.50 
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